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SIGNIFICANT DEVELOPMENTS IN BLUE CROSS AND BLUE SHIELD 


ARTHUR M. CALVIN 


Executive Director, Minnesota Hospital Service Association, 
Minnesota Medical Service, Inc. 


Saint Paul, Minnesota 


OSPITAL and medical care are never static. 

During the past fifty years we have wit- 
nessed the greatest advancements in — medical 
science, and development of hospitals. Advances 
in medical science have made it possible to pre- 
vent many diseases and to increase materially the 
efficiency of diagnosis and treatment of many 
acute illnesses. Patients are hospitalized for 
shorter periods and lives are being saved. 

The functions of hospitals are broadening. 
Many illnesses not heretofore hospitalized are now 
treated in hospitals. More and more physicians 
are using hospitals for diagnostic purposes as well 
as for treatment. General hospitals are being 
used for the short-term treatment of special dis- 
eases such as tuberculosis, nervous and mental 
illness, contagious diseases, and many types ot 
chronic conditions. The public health aspect of 
hospital service and health education is taking on 
greater importance. Hospitals conduct education- 
al programs for their professional staffs, techni- 
cians, and service personnel. Research is a neces- 
sary part of the program of the modern hospital. 
The expanding sphere of influence which hospi- 
tals are assuming is necessarily increasing the na- 
tion’s hospital bill. 

The greatest number of patients are hospitalized 
in voluntary hospitals for acute short-term ill- 
nesses. ‘These hospital bills have always been 
difficult to pay. They are unpredictable as to 
time and amount and are usually accompanied by 
other professional expenses. The patient has 
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little opportunity to plan for a method of payment 
and frequently suffers loss of income due to ab- 
sence from gainful employment. The rising cost 
of hospital care has added to the problem. Every 
advancement in medical science has increased the 
cost of hospital care. Better trained personnel, 
more expensive and extensive scientific equip- 
ment, new methods of diagnosis, new measures 
of therapy, and new drugs, together with increased 
salaries and wages of hospital personnel and cost 
of supplies and materials have resulted in higher 
hospital costs which are reflected in patient 
charges. Therefore it was necessary to find a 
way to assist the public in financing their hospital 
and medical expenses. . 


Blue Cross 


The idea of voluntary group prepayment of the 
costs of hospitalization is not new in the United 
States. 

Eighteen years ago one of the pioneer group 
hospitalization plans, since called Blue Cross, was 
organized in Minnesota by seven hospitals to pro- 
vide hospital care when needed to employed peo- 
ple, only, on a monthly prepayment method. Later 
family dependents were added. It was an experi- 
ment following the birth of an idea instituted by 
the Baylor Hospital of Dallas, Texas, in 1929 - 
when an agreement was made with fifteen hun- 
dred school teachers. Approximately $800 was 
donated by these seven Minnesota hospitals for 
working capital. No statistics were available 
except that it was known that the average of one 
out of every ten persons was hospitalized once in 
ten years. 
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Voluntary hospitals in the Twin Cities were op- 
erating at 60 per cent capacity during the year 
Blue Cross began. The city and county hospitals 
were filled to capacity with charity cases. Many 
voluntary hospitals throughout the country during 
this depression period were forced to close their 
doors because of lack of paying patients, increased 
charity, low occupancy accompanied by person- 
nel who had to be paid, and other overhead 
costs. 


It was not easy to convince the public that hos- 
pital care could be purchased at a low monthly 
rate. Insurance companies refrained from pro- 
viding this service as such was considered very 
hazardous, but since Blue Cross showed the way, 
insurance companies have entered the field. 

It was not long before those who purchased 
Blue Cross in 1933 and who used it for necessary 
hospital care, told the story to others. In 1935 
eight Minneapolis hospitals affiliated with the 
plan, in 1938 the Duluth hospitals joined, and 
from there on hospitals throughout the state re- 
quested affiliation until today 163 hospitals are 
affiliated. 

Blue Cross subscribers grew—the voluntary 
hospitals were soon showing increased occupan- 


cies, which permitted them to operate on a paying 


basis. Charity cases decreased and losses on col- 
lections became less. Today 1,025,000 people in 
Minnesota have Blue Cross, or one person out 
of every three. Since it began over forty-seven 
million dollars has béen paid for the care of sub- 
scribers and their dependents; and during the 
year 1950 approximately ten million dollars was 
paid for subscribers’ hospital care. 

This story of Blue Cross growth would not be 
complete without reference to the active and co- 
operative help from the Minnesota Farm Bureau 
Federation. All Blue Cross plans in the beginning 
were confronted with the problem of how to en- 
roll the farmer. Must it be done individually 
from farm house to farm house? Such would be 
costly. 

The first farm bureau group was organized 
* by your Mr. Kirkpatrick in 1938. Mr. Kirkpat- 
rick was then county agent for the Hennepin 
County Farm Bureau. His foresight and interest 
in solving the problem of bringing Blue Cross 
to each farm family in Minnesota aroused the in- 
terest of your officers and board. To Mr. White, 
your president, and Mr. Jones, your executive sec- 
retary and treasurer, we are greatly indebted for 
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their desire and willingness not only to work out a 
co-operative program of enrolling all farm bureau 
members and their families but for their determi- 
nation that this program was not only a matter 
of importance to the people of the urban areas 
but also to the farmers and people in the rural 
areas. Your organization called Mr. Kirkpatrick 
to head up a department of Health Services, and 
through him, your officers and board, and not least 
your county agents and group leaders, over 30,000 
farm families, representing. approximately 100,- 
000 farm people, have been enrolled. This is 
not only a remarkable record but a source of pride 
to Minnesota Blue Cross. Your organization has 
led the field and many other states have followed 
you. : 


Like Blue Cross plans throughout the country, 
Minnesota Blue Cross has been confronted from 
time to time with certain difficulties. When Blue 
Cross began in 1933 with a group of seven Saint 
Paul hospitals, its services were limited to a rela- 
tively compact area. There were slight difficulties 
during this time which could quickly be adjusted. 
In 1935 when Minneapolis hospitals joined the 
plan, it was still a compact area and one in which 
any problems arising could quite easily be dis- 
cussed, considered and adjusted. In 1938 and 
thereafter when Duluth and other statewide hos- 
pitals affiliated with the plan, an important prob- 
lem in Blue Cross policy and administration for 
payments to hospitals arose, as charges for serv- 
ices in each hospital were not uniform. 


In the beginning, payment to all hospitals was 
identical. A per diem amount was paid regardless 
of the number of days care rendered to a sub- 
scriber. Because hospitals received different pro- 
portions ot short stay cases and some hospitals 
provided care for more costly surgical cases than 
less costly medical cases, in addition to various 
rates charged by hospitals for the same type of 
service, it was necessary to change the method of 
payment to a percentage basis and to limit the 
room, board and general nursing service to an 
indemnity amount. 


During the year 1950 a re-study of hospital 
payments was made and it was disclosed that the 
percentage basis of payment was not equitable and 
iair to all hospitals, subscribers and Blue Cross. 
A temporary payment per diem was placed on the 
special services provided by hospitals other than 
board, room and general nursing service. In the 
meantime two committees were appointed by the 
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board of trustees and an outstanding actuary was 
secured to assist Blue Cross and the contracting 
hospitals to arrive at a method of payment which 
would be fair and equitable to subscribers, hospi- 
tals and Blue Cross. An independent self-ap- 
pointed committee chosen by a group of hospitals 
also concerned itself with hospital payments. 


A meeting of the members of the Association 
representing all contracting hospitals was held on 
December 8, 1950, at which they agreed upon a 
basis of payment which will increase hospital pay- 
ments approximately 9 per cent over present 
payments. This method of payment provides, in 
simple language, a payment of approximately 97 
per cent of the hospital’s charge for services ren- 
dered to Blue Cross subscribers, or 110 per cent 
of the hospital’s operating cost for Blue Cross sub- 
scribers care, whichever is less. This was ap- 
proved by the majority of the members and will 
become effective March 1, 1951. Increased rates 
to subscribers will also be made effective at that 
time to groups other than the farm bureau and 
other groups whose rates were increased Octo- 
ber, 1950, to meet the increased cost of hospital 
care. 

Blue Cross from the beginning developed a 
service contract rather than an indemnity contract 
offered by most insurance companies which is 
limited to cash benefits. An indemnity contract 
would cause Blue Cross less problems, as the 
exact amount of payment for subscribers care 
would be known, and when hospital costs in- 
creased Blue Cross would not be confronted with 
increased payments. However, it has always been 
the purpose of Blue Cross to provide a service, 
not a cash indemnity, and to provide its subscrib- 
ers with as much hospital care as possible at the 
least possible cost. 


Blue Cross has endeavored to keep the rates to 
subscribers as low as possible in order to serve 
particularly the lower income groups and to stress 
voluntary health care as opposed to government 
controlled care, and consequently found in the 
rising spiral of costs that from time to time its 
rates have been inadequate. The majority of the 
hospitals have understood this and have been pa- 
tient in giving Blue Cross time to revise its rates 
and have accepted payment according to the funds 
available tor distribution. It is, of course, under- 
stood by everyone that more money cannot be 
paid out than is taken in. 


Blue Cross is seeking to continue its leadership 
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in health service and its influence with the public 
which is evidenced by over forty million people 
now covered by Blue Cross throughout the coun- 
try. 


Blue Cross pioneered in coverage for maternity 
service for which hospital bills for over one mil- 
lion new babies were paid last year by Blue Cross 
plans. It has provided reciprocity of enrollment 
with other Blue Cross plans so that a subscriber 
can transfer from one plan to another without 
waiting periods, and more recently it has provided 
reciprocity of service benefits making it pos- 
sible for a subscriber away from home to receive 
all of the service benefits of the contract which 
another plan has negotiated with its hospitals. 


During the year 1950 it has organized the Blue 
Cross Health Service Corporation to make it pos- 
sible for national concerns to enroll their employes 
on a national basis with uniform benefits and rates 
through one organization rather than requiring 
such firms to enroll their employes in several 
plans, in which areas their employes are located, 
at different benefits and rates. Each Blue Cross 
plan can participate in this national program. The 
autonomy of the local plan is not lost. Each 
plan gains in its ability to serve its community 
by linking itself in this respect with all other 
plans in the nation. 


Financial.—Blue Cross during the first eleven 
months of 1950 paid out $9,120,500 for hospital 
care or 88.7 per cent of its income from subscrib- 
ers. It used only 9.4 per cent for operating ex- 
penses, and the balance is to be used for sub- 
scribers’ future hospital care. Over forty-seven 
million dollars has been paid to hospitals for sub- 
scribers’ care since the beginning of the plan. 


Minnesota Blue Cross is financially sound. It 
has $3,145,800 in assets, of which over $2,000,000 
is invested in government bonds. It has liabilities 
of $1,210,300, of which $668,000 or over half 
of this is for prepaid subscriber payments, and it 
has available for incompleted and unreported cases 
a reserve of $700,700, and in addition it has for 
possible epidemics and other emergencies a re- 
serve of $1,234,800. 


It is the purpose to keep the plan financially 
sound for the benefit of you and other subscrib- 
ers. It was with this in mind that an actuarial 
consultant was employed by the Association. 
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Blue Shield 


Blue Shield was organized by the doctors late 
in the year 1947. Blue Cross subscribers had long 
felt the need of a medical-surgical plan. Blue 
Cross co-operated in every way to assist Blue 
Shield in getting started, and it is generally 
thought that both plans have been complementary 
and of value to each other. 

Blue Shield, just as Blue Cross, has made great 
strides in accomplishment during its short period 
of existence. Over 400,000 people in this state 
are enrolled. Nearly two million dollars has been 
paid fo doctors for subscribers care during the 
first eleven months of 1950. Only 10.9 per cent 
was used for operating expenses. 

The lower income groups of people were given 
increased benefits effective August 1, 1949, by 
action of the board of directors and the partici- 
pating doctors who now number over 2,700 in 
the state. The increased benefits provided for serv- 
ices to all individuals having income of $2,000 
a year for subscribers without family dependents 
and $3,000 a year for subscribers with family 
dependents. 

Blue Shield is also participating in reciprocity 
of transfers of a subscriber from one plan to 
another. Blue Shield plans nationally are in the 
process of organizing a national corporation to 
provide for coverage to national firms similar to 
Blue Cross. 


Blue Cross-Blue Shield Nationally 


At the present time there are eighty-three 
Blue Cross plans serving forty-seven states and 
the District of Columbia. Their total enrollment 
is about forty million. Thus 25 per cent of the 
total population is enrolled in Blue Cross, paying 
hospitals at the rate of 400 million dollars annuai- 
ly for subscribers’ care. Blue Shield is represent- 
ed in forty-eight states and the District of Cc- 
lumbia by forty-two plans. Although having 
started later, they have enrolled approximately 
eighteen million people and pay doctors at the rate 
of 100 million dollars annually for subscribers’ 
care. 

The accomplishments so far suggest that such 
strides could not have been made by ordinary 
means, that behind Blue Cross and Blue Shield 
is a creative force unique in the history of health 
insurance. 

It is important in appraising these plans to real- 
ize that they developed out of the communities 
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themselves, by the hospitals, the doctors, and the 
people, of which your organization has been most 
helpful. 

You and others have demonstrated that though 
we live in an age in which the pendulum has 
swung far over toward concern for the welfare 
of the group as a whole, toward the demand for 
security and the minimizing of the importance of 
the individual, individual initiative and inde- 
pendent voluntary action and freedom still exist. 

Last year, for the first time, we offered a Blue 
Cross and Blue Shield contract to the unemployed 
and individuals not elegible to form a group. 
Underwriting of individuals is more hazardous 
than group underwriting. Experience so far has 
been satisfactory. The rates for the two non- 
group Blue Cross and Blue Shield contracts are 
higher than the group rates and the Blue Cross 
non-group contract benefits are less than the 
Blue Cross group benefits. Blue Shield provides 
the same benefits in the non-group as in the group 
contract except there are some benefit exceptions 
in the non-group contract which require a waiting 
period. 


Underwriting Problems 


Through the years of trial and error methods, 
we have accumulated statistics and underwriting 
information. During 1950 we used this informa- 
tion arid supplemented our old enrollment regu- 
lations with new regulations, all for the protection 
of subscribers and the financial soundness of the 
plan. 

It was expected that certain privileges of the 
plans would be abused, not to any great extent, 
but to safeguard the majority of subscribers who 
are fair and considerate, measures had to be taken 
to prevent a small minority endangering the 
whole plan. 

Our office accounting and billing procedures 
have been made more efficient to keep the opera- 
tion costs as low as possible. Your farm bureau 
groups are now being billed and handled on a 
businesslike basis similar to the industrial groups. 


Conclusion 


No story in recent American business has as 
much high romance as the voluntary nonprofit 
Blue Cross and Blue Shield plans. The suspense 
of their crucial and tense periods has all of the 
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APPENDICITIS: FAILURE TO CORRELATE CLINICAL AND 


PATHOLOGIC DIAGNOSES 


A Surgeon’s Viewpoint 


RALPH L. GORRELL, M.D. 
Clarion, Iowa 


6 tapas PRIMARY PURPOSE of surgery or 

any branch of medicine is the cure of the 
patient. Time and repeated observations permit 
one to say that the patient is cured. 

If clinical cure conflicts with pathologic 
opinions, what is the truth? 

Hospital and surgical certifying boards tend to 
assume that pathologic diagnoses are exact and 
scientific, as opposed to clinical diagnoses. If the 
surgeon cannot persuade the pathologist to agree, 
the surgeon is automatically wrong, regardless of 
what happens to the patient. 

Pathologic diagnosis is not an exact science; 
it is the interpretation of gross and microscopic 
findings by a trained mind, just as x-ray diag- 
nosis is the interpretation of various shadows. If 
the roentgenologist goes beyond his limitations 
and attempts to make a complete diagnosis, he is 
criticized and rightly so. Is the pathologist aware 
of the limitations imposed by his specialty ? 

Specimens from the same lesion have been sent 
to a number of pathologists and various reports 
received. Does this sound like an exact science? 

A boy of seven years suffers from repeated 
short attacks of crampy abdominal pain followed 
by nausea. These attacks subside in a few hours. 
During a quiet phase, the appendix is removed. 
It is grossly and microscopically negative. The 
boy is observed for ten years during which time 
he never has another attack of abdominal pain, 
he gains weight immediately and is much im- 
proved in general health. 

Any studious pediatrician, who keeps records 
over a period of many years, can duplicate this 
history of a “crippled” appendix, yet many pa- 
thologists recognize acute appendicitis only. 
“Chronic appendicitis as a clinical concept does 
not have much standing these days. No micro- 
scopic ‘criteria of this syndrome are recognized 
in this laboratory” (University of Minnesota).? 
Is this an exact science or are the criteria too 
hard to find? 

In a study of appendices removed surgically 
from a group of university students, the path- 
ologic classification used was “acute appendicitis, 
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subacute appendicitis and no diagnosis. ... In 
the no diagnosis group, no attempt was made to 
follow up these cases to determine the degree of 
relief experienced.”* Medical literature is already 
crowded with observations published without 
follow-up. 

Physicians in the middle ages specialized in 
looking at a specimen of the patient’s urine, made 
the diagnosis by this examination and did not 
confuse the issue by examining the patient or 
learning what happened to him. 

If only pathologists vould realize that the mo- 
ment of removal of an appendix determines what 
they will find. The course of appendicitis may 
run from early catarrhal inflammation through 
acute suppuration and perforation, or more com- 
monly, to gradual resolution and healing with or 
without fibrosis and other visible signs. A recur- 
rently disturbing appendix may present no signs 
visible under present-day criteria. Medicine has 
made many advances; cannot pathology improve 
its criteria here? 

Examination at any one point in the series of 
events does not permit the pathologist to predict 
the future or recall the past. This may be done 
only by correlating the patient’s course with sur- 
gical and pathologic findings. How often does the 
pathologist do this? If his criteria are correct, 
they should be able to stand the test of the pa- 
tient’s subsequent course over a period of months 
or years, just as they must do in malignant 
lesions. 

The true scientist is humble, ever aware of the 
probability of error, and thus he learns. The 
dogmatic pathologist may feel himself beyond 
error and thus never learn truth. The dogmatic 
surgeon who feels that he can do no wrong is just 
as much in error. 

To confuse the issue still further is the not 
uncommon pathologic report of “acute appendi- 
citis”’ when the appendix is removed incidentally 
to some chronic, non-inflammatory lesion such as 
a fibromyoma of the uterus. Either appendicitis 
is asymptomatic in some cases or pathologic 
criteria are not clinical criteria. Dennis’ has 
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stated that he believes appendicitis may be asymp- 
tomatic in some cases. 

Personally, I have learned that in sending speci- 
mens to two different groups of pathologists, one 
being associated with a medical school and uni- 
versity hospital and the other a recognized pa- 
thologist and his assistants in a large city hospital, 
one must never send any appendix not obviously 
close to gangrene to one group or the diagnosis of 
“appendix” will be returned. The other group 
may report an appendix variously as chronic ap- 
pendicitis, acute and chronic appendicitis, chronic 
appendicitis, mild chronic obliterative appendicitis, 
subacute appendicitis, periappendicitis, acute 
catarrhal appendicitis and occasionally vermiform 
appendix. Does this sound like an exact science? 

The surgeon, who must send all his specimens 
to a pathologist non-conversant with clinical prob- 
lems, must be careful to postpone surgery in ap- 
pendicitis until acute suppuration has occurred. 
Appendectomy for mild acute appendicitis or in- 
terval operations between attacks of recurrent ap- 
pendicitis may result in a black mark being placed 
on his surgical record: appendix, normal appen- 
dix, no diagnosis or no acute inflammation found. 
Dennis' has stated that one-half of patients, 
whose appendices had perforated and could not 
be removed at time of rupture, were later sub- 
jected to appendectomy only to have “normal” 
appendices at interval appendectomy. 


The Pathologists’ Rebuttal 


The above comments were submitted to several 
pathologists who were invited to call attention to 
errors. 


“T have read your article with considerable interest. I 
think that the general impression which you wish to 
convey is a good one, which you have made clear. I do 
believe that you are a bit blunt in ‘stating it. I say that 
for this reason: I do not believe that the failure of cor- 
relation is due to any deliberate action on the part of the 
pathologist} or surgeons, but that it is simply due to a 
lack of correlated training. The responsibility for that 
correlated training falls to all of us—to myself, as a 
head of a department, and to you who have access to the 
training of young people through editorials. I personally 
would be more inclined to approach this as an instruc- 
tive editorial rather than a criticism. 

“I agree that appendicitis may be present without 
symptoms and I also agree that symptoms may be present 
and the pathologist will not be able to demonstrate the 
existence of acute appendicitis. 


_ tNeither did I; I said that the pathologist wasn’t tak- 
ing action in determining whether his criteria were cor- 
rect or not.—AUTHor. 
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“If both the surgeon and the pathologist would recog- 
nize these two facts—and I believe that most of them 
actually do—there would be no real difficulty. 

“If we are then to consider the morbidity and mor- 
tality which are the result of delayed appendectomy as 
compared with the very minor morbidity and mortality 
of taking out the very normal appendix or one showing 
only nominal inflammation, it becomes very apparent 
that it is not an all-or-none procedure. I personally, feel 
that a good surgeon should be expected to remove be- 
tween 9 and 11 per cent of appendices in which I cannot 
in four sections of the appendix demonstrate the exist- 
ence, of appendicitis. If he runs beyond 11 or 12 per 
cent, I feel that his surgical judgment might be in- 
quired into. If it runs below 9 per cent, I am sure that 
we shall find his morbidity and mortality up.” 


This statement is by the head of a department 
of pathology. It is a fair statement, very well 
balanced and thought out. 

One of the best-known pathologists in America, 
long the head of a medical school department and 
a respected author writes: 


“IT do not think that pathologists are infallible, but I 
do believe that when three sections of the appendix made 
at different levels fail to show any exudate in the walls 
or lumen, one may say that there are no inflammatory 
changes in the appendix at time of operation. 

“T agree with you that an appendix removed some 
time after an attack may show no inflammation.* 

“I do not agree that an appendix without evidence of 
inflammation is responsible for any symptoms that the 
patient may have at that time. 

“Tt is unfair of you to state that an appendix must be 
gangrenous before it is called appendicitis. A large 
number of appendices are called acute catarrhal ap- 
pendicitis, i.e., pus in the lumen with little or no exten- 
sion into the walls.** 

“You are not justified in concluding that a normal- 
appearing appendix caused symptoms because the symp- 
toms disappeared after appendectomy. I have often seen 
the symptoms disappear when no operation was per- 
formed.§ 

“Many pathologists hesitate to state that no inflamma- 
tion is present because they do not want to hurt the 
feelings of the surgeon. I use the term ‘No active in- 
flammation’; I do not use the word ‘Normal.’ I think 
that this protects the surgeon. 

“Every conscientious surgeon occasionally removes a 
normal appendix, but when five out of six are normal, 
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*Why not consider the clinical history before making 
the diagnosis ?—AUTHoR. 

tNo proof given; no evidence of cases followed for 
years.—AUTHOR. 

**Such an appendix is often found incidentally during 
other abdominal surgery and without any history of ap- 
pendicitis. Again, there is lack of clinical correlation.— 
AUTHOR. 

§For ten to fifteen years ?—AUTHOR. 
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APPENDICITIS: FAILURE TO CORRELATE PATHOLOGIC AND 
CLINICAL DIAGNOSES 


A Pathologist’s Viewpoint 


ARTHUR H. WELLS, M.D. 
Duluth, Minnesota 


R. RALPH GORRELL’S CRITICISM of 

pathologists in this issue reflects one of the 
most important conflicts of our intra-professional 
life. Consider the following five facts. 


1. Appendectomies compose approximately 20 
per cent of the major surgery in a general hos- 
pital. 

2. No trace of inflammatory or obstructive 
disease can be found in more than 25 per cent 
of these appendices. 

3. The clinical diagnosis of acute appendicitis 
is one of the most difficult problems in surgery. 

4, The normal gross and microscopic anatomic 
variations in appendices appear almost limitless. 

5. A grade of zero in professional ability is a 
serious insult to the ego, especially where this can 
be combined with reflections upon one’s profes- 
sional honesty. 


These five facts are at the basis of a conflict of 
clinical versus pathologic diagnoses, which dwarfs 
all other diagnostic differences of opinion between 
the surgeon and the pathologist. The pathologist 
must be willing to accept frequent and sometimes 
costly criticism and spend extra time and effort 
in a futile study of each normal appendix, or else, 
he must adjust his conscience and his classification 
of normal appendiceal variations so as to mitigate 
almost certain psychic injury in a colleague. 

A discussion of this conflict over the appendix 
must be divided into at least two parts: (1.) 
chronic or recurrent appendicitis and (2.) acute 
appendicitis. 

Early in the process of carefully studying some 
25,000 appendices during the last twenty years, it 
became apparent that there was a small but sig- 
nificant number of otherwise normal appendices, 
which had evidence of chronic obstruction in a 
proximal part. These appendices had varying de- 
grees of dilatation of their lumina distal to the 
sites of constriction and frequently contained 
dried and laminated fecal matter. With or with- 


_From the Department of Pathology, St. Luke’s Hos- 
pital, Duluth, Minnesota. 
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out active inflammatory changes, they frequently 
occurred in individuals with a history of recurring 
attacks of right lower quadrant pain. It is con- 
ceivable that in the early phases of this proximal 
obstructive condition in the appendix, the symp- 
tomatology of obstruction might manifest itself 
without significant anatomic alterations recogniz- 
able to the pathologist. Similar transient ob- 
structive phenomena probably occur with greater 
frequency in both the small and large intestines 
and they may be manifest with the same right 
lower quadrant and abdominal pains found in 
appendiceal obstructions. 

I seriously doubt whether the number of ap- 
pendices with obstruction without visible anatom- 
ical alteration is very significant. In any case, 
there should be no clinical evidence of inflamma- 
tion and a short period of close observation would 
suffice for the therapy. 

It is true that the gross and microscopic exam- 
inations of appendices are handicapped in this 
field of chronic and recurrent appendicitis by the 
fact that previous inflammatory processes may 
not leave anatomic changes in the organ. This is 
probably never the case in a previously ruptured 
appendix, seldom the case in a severe acute in- 
flammation in the appendix and is not true in the 
majority of the cases of recurrent attacks of mild 
inflammation in the appendix. However, this in- 
adequacy of the pathologist’s ability to recognize 
the past in a completely healed organ is of no 
practical importance in our dispute over classify- 
ing the appendix. If the surgeon has removed an 
“interval” appendix, he is generally not upset by 
the absence of pathologic findings. 

The important source of conflict today is not 
so much in the clinical fields of chronic and re- 
current appendicitis as it was twenty years ago but 
is in the cases with clinical diagnoses of acute 
appendicitis. There is nothing mysterious or dif- 
ficult about acute inflammation in the appendix 
any more than in any other tissue of the body. 
One basic fact must be agreed to, and that is, 
acute inflammation in the appendix sufficient to 
cause either local or generalized signs and symp- 


139 





APPENDICITIS—WELLS 


toms will be associated with histologic changes 
of congestion of vessels, neutrophilic infiltration, 
and edema of tissues as a minimum histologic al- 
teration. Furthermore, our present methods in 
pathology of demonstrating acute inflammation 
in the appendix border upon being too delicate, 
for they often reveal the tissue reaction due to 
surgical trauma. It is conceivable that the pa- 
thologist could miss an early focal area of inflam- 
mation by not taking more than four or five 
selected sections, but an extensive experience has 
shown that this is very unlikely. In short, if your 
pathologist cannot find the signs of acute inflam- 
mation in an appendix which was clinically diag- 
nosed as acute appendicitis, another cause of the 
patient’s illness should be immediately sought. He 
has better than a 95 per cent chance of being 
right. 

It is entirely possible that at least a part of the 
solution of this problem lies with the diagnostic 
ability of the individual surgeon. In a review of 
normal appendices removed in this hospital, it 
was found that five surgeons who performed al- 
most one-third of the appendectomies in the in- 
stitution, removed an average of 36 per cent 
normal appendices, while in the process of re- 
moving two-thirds of the appendices all of the 
other surgeons averaged only 12.9 per cent nor- 
mal appendices. 

In 1928, I reviewed the tissue sections from 
100 consecutive appendectomies performed by the 


late Dr. Arthur E. Hertzler, an ardent surgical 
pathologist as well as renowned surgeon. To my 
amazement, there were active inflammatory 
changes in 100 per cent of these appendices. In 
spite of this experience and mainly because of the 
great clinical variations of acute appendicitis, I 
am convinced that the surgeon should normally 
remove approximately 15 per cent normal ap- 
pendices, if he is satisfactorily protecting his 
patients from the serious complications of this 
disease. 

With rare exceptions, the final diagnosis of 
“appendicitis” based entirely upon the clinical 
evidence of disappearance of symptoms follow ing 
the removal of an anatomically normal appendix 
can only be explained as inexcusable ignorance 
of the subject or a form of self dilusion and 
charlatanry. This practice can become a habit 
which ultimately leads to a false sense of in- 
fallability in all phases of the physician’s medical 
life. 

I would like to salute the great majority of sur- 
geons who demand straightforward, honest, 
pathologic diagnoses of their excised appendices. 
This permits them quickly to discover the true 
cause of their patients’ illnesses. They can also 
carefully evaluate the importance of the wide 
variety of abdominal complaints to which man is 
subject and spare their patients a great number 
of unnecessary operations. 
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elements of great conflict. The times of despair 
have been many and the periods long. 

Yet Blue Cross and Blue Shield have set new 
and higher marks of greater service to more peo- 
ple year by year, providing freedom of choice of 
hospital and doctor, freedom to participate volun- 
tarily or not, without governmental financial sup- 
port or compulsion. 


What the future may hold for these voluntary 
plans is impossible to answer. It is difficult, how- 


ever, not to be genuinely optimistic when we con- 
sider what has been accomplished. 

We are truly grateful to the wisdom, the integ- 
rity, and the judgment of your organization, the 
hospitals, the doctors, the trustees and directors of 
these plans who serve without monetary compen- 
sation, and to the many other civic minded indi- 
viduals and organizations who believe that hospi- 
tal and medical care can be provided to our people 
voluntarily and with the least amount of govern- 
mert control. 
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THE DANGERS OF PENICILLIN THERAPY IN SYPHILIS OF THE 
CENTRAL NERVOUS SYSTEM 


With Special Reference to the Occurrence of Delayed Reactions 


SIDNEY K. SHAPIRO, M.D. AND BARNET BERRIS, M.D. 
Minneapolis, Minnesota 


W ITHIN recent years, penicillin has become 

." widely used in the treatment of central 
nervous system syphilis. Because of its efficacy 
in so many diseases and its relative ease of 
administration, the toxicity of this drug is 
frequently overlooked and the dangers of its use 
not fully appreciated. This is particularly true 
in central nervous system syphilis, where the 
dangers of toxic reactions from the use of 
penicillin are ever present. 


was injected intramuscularly in increasing doses, 
according to the following schedule: on the first 
day, 5000 units every three hours; on the second 
day, 10,000 units every three hours; on the third 
day, 20,000 units every three hours ; on the fourth 
day, 50,000 units every three hours, and com- 
mencing on the fifth day and for the remaining 
ten days of the treatment course, 100,000 units 
every three hours. From the fifth to the four- 
teenth day inclusive, an additional 1,000,000 


TABLE I. 











Reaction to Penicillin 





Pew of | Maximum 


Therapy 


4 


Temperature 


Associated Symptoms 
(degrees F.) 





Chronic encephalitis 
Wilson’s disease 


Psychoneurosis 

Ruptured intervertebral disc 
Metastatic carcinoma to brain 
Cerebral thrombosis 














Headache, malaise, chills 


Chills 
No reaction 
No reaction 
No reaction 








In an effort to avoid such toxic reactions and 
still produce a high concentration of penicillin 
within the central nervous system, a schedule of 
therapy was devised, consisting of gradually 
increasing intramuscular doses of penicillin, 
supplemented after the fifth day by larger doses 
of the drug intravenously. Ten patients with 
neurosyphilis, as well as one patient with tertiary 
syphilis of the skin, were treated according to 
this schedule. The late occurrence of reactions 
in eight of the patients, two of whom sub- 
sequently died, prompts this report and serves to 
underwrite the need for caution in the use of 
this drug in the treatment of syphilis of the 
central nervous system. In an effort to elucidate 
the nature of these delayed reactions, a control 
series of six nonsyphilitic patients was treated 
in a similar manner. 


Clinical Study 


Crystalline Penicillin G was used throughout 
this study. During the first five days the drug 
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units of penicillin dissolved in 500 c.c. of normal 
saline was administered daily intravenously in a 
sixty-minute period. Thus, a total dosage of 
8,680,000 units intramuscularly and 10,000,000 
units intravenously was administered. This 
course of treatment was modified only in those 
cases developing severe reactions. 

The occurrence of toxic reactions using the 
above schedule in individual cases led to the 
administration of a similar course of therapy to 
six non-luetic patients as a control group (Table 
I), in order to determine whether these reactions 
were specific for individuals with central nervous 
system lues. 


Results 


Eight of the eleven luetic patients demonstrated 
toxic reactions (Table II). In no instance was a 
toxic reaction manifested prior to the institution 
of intravenous penicillin, and thus all reactions en- 
countered were delayed in type. There was an 
extreme variability as to the day of intravenous 
penicillin therapy on which the reactions occurred, 
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toxic symptoms being encountered on every one 
of the ten days. Six of the eight patients had 
reactions following two of the intravenous in- 
fusions, while the other two patients had only 


had a maximum reticulocyte response of 8 per cent on 
the ninth day of therapy. A repeat bone marrow sixteen 
days after commencement of treatment revealed normo- 
blastic erythropoiesis. Penicillin was then administered 
as luetic therapy in the dosage given in the text of the 


TABLE II. 








Reaction to Penicillin 





y 


Diagnosis 


Day of | Maximum 
LV 


Therapy (degrees F.) 


Temperature Associated Symptoms 








> 


Tertiary lues of skin 
Subacute combined degenera- 


tion 
Tabes dorsalis 


Taboparesis 
Paresis 

Tabes dorsalis 
Paresis 


Taboparesis 

Paresis 

Chronic alcoholism 

Paresis of 
Asymptomatic neurosyphilis 
Taboparesis 


=Se en oumew w 
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_ 














See Case Report 1 Chills, nausea, vomiting, 


skin lesions flared 


See Case Report 2 Chills, fever, exacerbation 
of lightning pains 

Fatal termination 

Fatal termination 

Chills, vomiting, rash 

Chills 

Urticaria 

Headache 

Chills 

Chills 


See Case Report 3 
See Case Report 4 
7 j 102.4 


No reaction 
No reaction 
No reaction 








one reaction. All the patients with toxic symp- 
toms complained of malaise, headache, nausea, 
chilly sensation and demonstrated temperature 
elevation. Two patients in addition had 
exacerbation of luetic symptoms; in one, the skin 
lesions flared (Case 1) and in another there was 
a recurrence of severe lightning pains (Case 2). 
Two of the patients succumbed after the institu- 
tion of therapy (Cases 3 and 4). 

Three of the six control patients demonstrated 
systemic reactions—headache, malaise, chilly 
sensation and fever. 

In all but Case 4, the onset of the reaction 
followed the termination of the intravenous 
penicillin by one to three hours, and in the non- 
fatal cases and controls, lasted twelve to seventy- 
two hours, 


Case Reports 


Case 1—E. E.,.a woman aged fifty-two, complained 
of numbness of the feet and legs and stumbling in 
the dark of six years’ duration. 

Physical examination revealed the following positive 
findings: ringed, raised nontender skin lesions on the 
flexor aspects of both forearms, absent vibration and 
impaired position sense in both lower extremities, absent 
ankle jerks and positive toe signs on the right. 

Laboratory investigation revealed a macrocytic anemia 
of 11 grams and a megaloblastic bone marrow. The 
blood serology was 4-plus. The spinal fluid was normal. 
Skin biopsy of one of the lesions on the arm disclosed 
“granulema compatible with syphilis.” 

A diagnosis of pernicious anemia with subacute com- 
bined degenération of the cord and tertiary syphilis of 
the skin was made. The patient was treated with 10 
units of crude liver extract intramuscularly daily, and 
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paper. No secondary reticulocyte response was noted. 
On the first day of intravenous penicillin, the patient 
noted chills, fever, aausea and vomiting, which began 
two hours after the intravenous had been discontinued 
and persisted for several hours. The maximum 
temperature elevation was 103.2° F., returning to normal 
in twelve hours. The next four days no penicillin was 
given, and on the fifth day another million units of 
penicillin was given intravenously. Systemic symptoms 
and fever were again noted, but subsided shortly and 
did not recur for the rest of the treatment course. 
Nine days after the onset of intravenous penicillin, the 
skin lesions were found to be redder and more raised, 
and repeat skin biopsy revealed an increase in the 
amount of edema present. 


Comment.—This patient demonstrated a de- 
layed reaction to penicillin characterized by 
systemic symptoms and exacerbation of luetic 
skin lesions. 


Case 2—A. S. was a fifty-one-year-old man who 
entered the hospital complaining of shooting pains in 
his legs of eleven years’ duration. A diagnosis of 
syphilis had been made at the age of twenty-one years. 

Physical examination was negative except for 
diminished deep tendon pain in both legs. The blood 
serology was positive. Spinal fluid serology was 
negative. 

Penicillin therapy was commenced, and on the third 
day of treatment he received in addition 3 grams of 
tryparsamide intravenously. This was followed by 
chills, fever to 103.4° F., emesis and lightning pains. 
This reaction persisted for twelve hours. No further 
tryparsamide was given, as the reaction was attributed 
to this drug. Penicillin was continued, however, and 
two hours after the fourth intravenous penicillin 
infusion was completed, the patient experienced a re- 
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action similar to that produced by the tryparsamide. 
Following the sixth intravenous infusion, a similar 
reaction occurred, and treatment was terminated. 


Comment.—Two reactions following intra- 
venous penicillin identical with the one following 
tryparsamide therapy, occurred in this patient. 
There was exacerbation of lightning pains in 
addition to systemic symptoms. 


Case 3—U. H., aged fifty-six, was admitted to the 
University Hospitals on January 23, 1948. The history 
could not be obtained because of the mental state of 
the patient and the absence of an informant. A diag- 
nosis of taboparesis was made on the basis of the 
following positive findings: The patient was disoriented 
with respect to time, place and person and demonstrated 
marked impairment of memory. The pupils were 
irregular, constricted and did not react to light or on 
accommodation. The hearing was decreased bilaterally. 
There was bilateral paresis of the lower extremities. 
The tendon reflexes in the lower extremities were 
absent, and the toe signs were positive. In the lower 
extremities deep pain, vibration and position sense were 
markedly impaired. The spinal and blood Wassermann 
were 4-plus and the spinal fluid had a paretic gold 
curve. 

Penicillin therapy was commenced. One hour after 
the first intravenous dose had been given on the fifth 
day of therapy, the patient complained of chilliness and 
became nauseated and vomited. His oral temperature 
rose to 100.5° F. Following this reaction the patient’s 
clinical condition deteriorated. His confusion increased. 
It became necessary to restrain him in bed. The tem- 
perature elevation persisted. On the sixth treatment 
day the second million units of penicillin were given. 
The patient’s temperature remained elevated, reaching 
103.5° by rectum on the eighth treatment day. At this 
time because of the deterioration in this man’s clinical 
condition and the persistent fever, all penicillin was dis- 
continued. His clinical condition failed to improve but 
the temperature gradually subsided and reached normal 
three days after cessation of therapy. Three days after 
the temperature had returned to normal, intramuscular 
penicillin was recommenced in doses of 50,000 every 
three hours and the next day dosage was elevated to 
100,000 units every three hours. Six days after therapy 
had been recommenced the temperature once more rose. 
Penicillin therapy was discontinued seven days later. 
The hyperthermia persisted until the death of the patient 
on April 21, 1948. 


Comment.—The patient’s clinical condition de- 
teriorated markedly after the reaction to his first 
intravenous dose of penicillin. When penicillin 
therapy was recommenced by intramuscular meth- 
od, fever recurred. 


Case 4.—U. H., a man aged sixty-two, dated the on- 
set of his symptoms to March, 1945, when he developed 
a right-sided hemiparesis and dysarthria. On his ad- 


Fesruary, 1951 


mission to the University Hospitals, a diagnosis of pare- 
sis was made on the following positive findings: He 
had marked dysarthria and dysphagia; his memory 
was impaired; the pupils were small and irregular, 
reacting poorly to light and accommodation. There was 
a right hyperreflexia and hemiparesis. The patient had 
urinary and fecal incontinence. The blood and spinal 
fluid revealed 4-plus Wassermann reaction. The spinal 
fluid had a first zone colloidal gold curve. 


The patient had received no previous antiluetic ther- 
apy. Penicillin therapy was commenced according to the 
schedule. On his fifth hospital day, after receiving a 
portion of his first million units of intravenous peni- 
cillin, the patient had a chill and a subsequent oral tem- 
perature elevation to 100° F. The intravenous penicillin 
was omitted on the sixth hospital day. The fifth dose 
of intravenous penicillin was given on the tenth hospital 
day. On this day the patient had aspirated some vomi- 
tus, and a tentative diagnosis of atelectasis of the right 
lower lobe was made. Postural drainage and repeated 
bronchoscopy were used in treatment of this complica- 
tion. The temperature ranged from 100° to 103° F. 
for the next three days and then returned to normal 
on the thirteenth hospital day. The sixth dose of intra- 
venous penicillin was given on the thirteenth hospital 
day. When half of the intravenous had been given the 
patient experienced a severe chill with a temperature 
elevation to 105.5° F. by rectum. The patient’s condition 
continued to deteriorate. Hyperthermia persisted and 
after two more days of intramuscular penicillin, all 
penicillin was discontinued until the seventeenth and last 
day of the patient’s hospital stay. At this time intra- 
muscular penicillin was recommenced. The patient ex- 
pired on the seventeenth day of his hospitalization. 


Comment.—The pulmonary complications make 
the exact role of penicillin in the demise of this 
patient difficult to assess. However, on two occa- 
sions the patient reacted to the intravenous peni- 
cillin, and following the patient’s last severe reac- 
tion, his condition deteriorated rapidly. 


Comments 


The rationale behind the use of intravenous peni- 
cillin therapy to achieve an effective therapeutic 
penicillin level in the central nervous system is 


supported by recent investigations. Boger and 
Wilson’ administered 500,000 units of penicillin 
intravenously rapidly to twenty-one paretics, and 
eighteen of these had significant levels of penicil- 
lin in the cerebrospinal fluid. No toxic reactions 
were reported. Schwemlein and his associates® 
administered to patients with primary or, second- 
ary syphilis ten to twenty-five million units of 
penicillin by intravenous drip over a twenty-four- 
hour period and also found significant levels of 
penicillin in the spinal fluid. Toxic reactions were 
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encountered in some patients during the treatment 
period. 

In an effort to minimize the dangers of Herx- 
heimer reactions, Moore and his associates’ initial- 
ly advocated gradually increasing intramuscular 
doses of penicillin. In subsequent work,* how- 
ever, they cast doubt on the rationale of this mode 
of penicillin administration and suggested that the 
Herxheimer reaction is an all-or-none phenome- 
non. They found that it did not occur below a 
minute threshold dose of approximating 5 units 
per kilogram of body weight. Above this level 
and with doses ranging from 10 units per kilo- 
gram to 120,000 units per kilogram it occurred 
with essentially equal frequency. 


In our series, including controls, reactions oc- 
curred only after administration of intravenous 
penicillin. It is possible that the increasing intra- 
muscular dosage of penicillin which preceded in- 
travenous therapy served to sensitize the patients 
to penicillin and accentuated the reactions encoun- 
tered. Another mechanism to be considered is 
that symptoms were due to a direct neurotoxic 
effect of penicillin. Several reports®** have been 
published clearly demonstrating that penicillin may 
cause irritative phenomena when given intracis- 
ternally, intraventricularly, intrathecally or by di- 
rect local application of concentrated solutions to 
the cerebral cortex. In support of the above 
mechanisms is the fact that delayed reactions oc- 
curred in the control group. However, in four of 
the luetics there was an exacerbation of specific 
luetic symptoms, and this would suggest that in 
these cases at least another mechanism was oper- 
ating, separately or in combination with the above. 


There are numerous references in the literature 
to the occurrence of toxic reactions to penicillin 
within twenty-four to forty-eight hours after the 
onset of therapy.***? These include sudden in- 
tensification of somatic or psychotic symptoms, 
convulsions, coma, focal vascular accident, excite- 
ment, confusion, mania, hallucinations, exacerba- 
tion of lightning pains and transverse myelitis. 
In addition, Rose and his group® reported a fatal 
termination following intramuscular penicillin 
therapy in two patients in the terminal stages of 
general paresis. 


Moore and his. group* believe that in general 
paresis penicillin therapy alone is contraindicated 
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because of the severe Herxheimer reactions en- 
countered, and they recommend that penicillin be 
used only after several malaria chills have oc- 
curred. 

In these reports the occurrence of delayed reac- 
tions has not received special mention. Although 
it is interesting to speculate about the nature of 
these delayed reactions, it is apparent that their 
severity contraindicates the use of combined intra- 
muscular and intravenous penicillin as outlined in 
the treatment of neurosyphilis. 


Conclusions 


1. Ten cases of neurosyphilis, one case of. ter- 
tiary syphilis of the skin, and six nonluetic pa- 
tients were given a combination of graded intra- 
muscular doses of penicillin and subsequent large 
doses of intravenous penicillin. 


2. Delayed reactions were encountered in eight 
of the luetics and three of the control group. Two 
of the patients succumbed after the institution of 
penicillin therapy. These reactions contraindicate 
the further use of the schedule employed. 


3. Possible explanations for the delayed reac- 
tions are discussed. 
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PERIPHERAL NEURITIS DUE TO POLYCYTHEMIA VERA 
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HE symptomatology of polycythemia vera is 

exceedingly protean. Symptoms referable to 
the nervous system, the cardiovascular system, the 
gastrointestinal tract, the extremities and else- 
where occur both singly and in various combina- 
tions. These symptoms are due to the marked 
vascular engorgement which results from the 
overproduction of blood cells in the bone marrow. 
There is a decrease in the blood velocity and an 
increase in the viscosity, leading to circulatory 
insufficiency and thromboses. 


Two cases of generalized peripheral neuritis 
secondary to polycythemia vera have been studied 
at the University of Minnesota Hospitals. Since 
this complicatron is rather rare, it is worthy of 
special mention. 


Case 1—Amanda L., a fifty-year-old Scandinavian 


housewife, was admitted to the hospital December 12, 
1944, for investigation of a progressive paralysis of her 


arms and legs. Her illness began a year previously with 
weakness of the legs accompanied by numbness and 
tingling sensations of the feet. Six months later the 
same symptoms involved her arms. The weakness 
gradually progressed to almost complete paralysis of 
her hands and feet. This was accompanied by atrophy 
of the hands and feet and severe weakness of the proxi- 
mal musculature of the arms and legs. She also com- 
plained of a dusky cyanosis of the skin, progressive hir- 
sutism of the arms, legs and face, heat intolerance, ir- 
regular menstrual periods, a 35 pound weight loss, and 
a full feeling in her head. 

Examination revealed an emaciated woman of normal 
intellect. The skin of the whole body was a dusky 
red color. The liver and spleen were enlarged, and a 
small pelvic mass was palpable. The blood pressure was 
148/78. Neurological examination showed a_ severe 
peripheral neuritis with absent reflexes and weakness of 
all muscle groups in the arms and legs, most marked 
distally, There was atrophy of the distal muscles and 
both wrist and foot drop. There were early contrac- 
tures in.both hands. A decreased perception of all 
sensation in the hands and feet was noted. The cranial 
nerves were normal. 

Laboratory studies revealed a polycythemia with a 
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hemoglobin of 18.4 grams, a red cell count of 5,510,000 
cells per cu. mm. and a hematocrit of 57 per cent. The 
blood volume was 7.9 liters, against a calculated normal 
of 4.2 liters. The spinal fluid was normal except for a 
pressure of 27 mm, of mercury. The basal metabolic 
rate was plus 40. Liver and kidney function tests were 
essentially normal. The glucose tolerance curve was 
normal. The Wassermann was negative. A chest x-ray 
revealed a diffuse fibrosis of the lungs consistent with a 
diagnosis of polycythemia. Skull x-rays disclosed a 
small calcification lateral but near to the pineal gland. 

The case presented an interesting diagnostic problem 
and extensive studies were obtained. The diagnosis of 
polycythemia was obvious; the findings as above were 
repeated on several occasions. Psychometric tests re- 
vealed suggestive organic brain deterioration, although 
there was no clinical evidence of this. Ketosteroid ex- 
cretions were low. An exploratory laparotomy was 
performed and an enlarged uterus with myomata was 
removed. No abnormal masses were found in the re- 
gion of the adrenals or ovaries. After several weeks 
of hospitalization the development of bilateral choked 
discs of 0.5 diopters was observed. The spinal fluid 
pressure remained elevated despite the fact that the 
blood volume was reduced to near normal by venesection. 
A ventriculogram was performed to further investigate 
the continued increase in spinal fluid pressure and the 
calcification near the pineal body. No pathology was 
observed. 

The patient’s course remained the same despite con- 
tinued physiotherapy, a high protein-high caloric diet, 
vitamins, liver, stilbestrol, and many repeated venesec- 
tions. The diagnosis continued to be that of polycy- 
themia vera complicated by a severe peripheral neuritis, 
bilateral choked discs, elevated basal metabolic rate, hir- 
sutism and an intracranial calcification. She was dis- 
charged after six months of treatment in essentially the 
same state as she was on admission. 


Case 2—Freda H.., a thirty-six-year-old German-Indian 
housewife, had noted a gradual onset of weakness in the 
arms and legs six months prior to hospitalization. She 
had also noted an increasing pigmentation of her skin 
for the past year and a 30 pound weight loss over the 
same period. She had not been able to walk for the 
previous three weeks. She complained of numbness and 
tingling of her hands and soles and of sharp shooting 
pains in her right arm of seven weeks’ duration. 

Examination on admission revealed a thin woman with 
a deeply pigmented skin. There was a generalized 
lymphadenopathy and the spleen and liver were enlarged. 
Neurological examination demonstrated a marked periph- 
eral neuritis with weakness and atrophy of the muscles 
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of the extremities most severe distally, with wrist and 
foot drop and with absent deep reflexes. Deep sensa- 
tion from the extremities was impaired and hyperesthe- 
sias of the arms and legs and feet were noted. The 
fundi showed a suggestive choke bilaterally, with some 
retinal exudates and a moderate sclerosis of the vessels. 

Laboratory studies revealed a hemoglobin of 185 
grams, with 6,190,000 red. blood cells per cu. mm. and a 
hematocrit of 60 per cent. The white blood count was 
13,000. The serology was negative. A glucose tolerance 
test revealed a diabetic type of curve without glycosuria. 
The basal metabolic rate was plus 42. Bone marrow 
studies were consistent with a diagnosis of polycythemia. 
Liver function and other special tests were normal. Spinal 
fluid studies revealed a pressure of 18 mm. of mercury 
and a protein of 86 mgms. per cent. A mild first zone 
colloidal gold curve was present. Chest, skull and other 
X-rays were negative. 

A diagnosis of polycythemia vera complicated by a 
peripheral neuritis was made. The polycythemia was 
treated by repeated venesections. Physiotherapy and 
high doses of vitamin B complex plus a high protein- 
high caloric diet were given for the neuritis. The pa- 
tient remained about the same: for four months. She 
then developed periods of abdominal pain accompanied 
by nausea and vomiting. She suddenly expired during 
one of these episodes. A mesenteric vein thrombosis was 
suspected as the cause of death: Autopsy was not per- 
mitted, 


Comment 


The striking similarity between these two cases 
is at once evident. Both patients had severe 
generalized peripheral neuritis and definite polycy- 
themia. In each case the spinal fluid pressures 
were increased, and papilledema was present. 
The basal metabolic rates were elevated. Each 
had cyanosis and increased pigmentation of the 
skin and an enlarged liver and spleen. Neither 
patient improved after restoration of normal 
blood values, 

Cases of multiple neuritis with polycythemia 
are rare, despite the fact that subjective complaints 
of numbness and tingling in the hands and feet 
are common. Fifteen per cent of 163 cases col- 
lected by Tinney, Hall and Giffin’* had complaints 
of paresthesias of the extremities. Dameshek 
and Henstel® found paresthesias in twelve of 
twenty patients, and Adams’ noted that they were 
a principal symptom in four of nine patients. 
These symptoms almost always disappear under 
treatment. Sturgis,’* for example, had a patient 
who could always tell when to return for addi- 
tional therapy because of the reappearance of 
numbness in the hands and feet. 


Actual weakness and atrephy from a general- 
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ized neuritis has been recorded only a few times. 
Crosetti* reported a case in which there was a 
progressive atrophy of the hands and feet due to 
peripheral nerve involvement. The patient also 
had chorea. Christian*® found a toe drop in one of 
his patients, and Lhermitte® noted peripheral 
atrophy as an infrequent complication. 


A brachial plexus neuritis with polycythemia 
has been described by Meyer,"* and Fetterman and 
Spitler® published a case in which there was a 
mononeuritis in the leg. The latter authors sug- 
gested that the peripheral nerve symptoms were 
caused by an ischemia of the nerves secondary to 
engorgement and thromboses of the vasa vasorum. 


Pains in the limbs are not uncommon in poly- 
cythemia, but they seldom resemble rootlet - or 
nerve pain. Diffuse pain in the bones and muscles 
may be due to local tissue engorgement or to pres- 
sure from the medullary cavities of the bones 
(Gaisbock’). Pain and hyperesthesias secondary 
to peripheral vascular disease are frequent 
(Brown and Giffin?). The classical symptoms 
of intermittent claudication may be present. 
Erythromelalgia is diagnosed when there is a sen- 
sation of burning in the feet associated with an 
increase in the surface temperature. Acropares- 
thesias, in which the burning sensation is not as- 
sociated with an elevated skin temperature, are 
equally frequent. In both conditions the sensa- 
tions of numbness and tingling may be prominent. 
In some cases the symptoms may closely resemble 
Raynaud’s or Buerger’s disease (Dameshek and 


Henstell®). 


Other Neurological Complications.—Neuropsy- 
chiatric symptoms are actually the most common 
of all symptoms observed in this disease (Johnson 
and Chalgren*). They are present in 80 per cent 
of the cases. In 35 per cent of the cases they are 
the initial or most important complaint. Head- 
ache, vertigo, fatigue and weakness are frequent- 
ly noted. Visual disturbances such as blurring of 
vision and scotomata are almost as common. The 
occurrence of paresthesias has already been noted. 
Attacks of syncope may be present and grand mal 
seizures have been described in a few patients. 
Often there are multiple vague symptoms suggest- 
ing a diagnosis of psychoneurosis. Such a diag- 
nosis may especially be considered when symp- 
toms of lethargy, irritability, insomnia, lapses of 
memory, and nervousness are prominent. Oc- 
casionally a definite depression or a picture re- 
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sembling psychosis with cerebrovascular arterio- 
sclerosis is present. 


Contrasted with these vague complaints are 
focal symptoms indicating involvement of certain 
cerebral centers. Definite vascular thromboses 
occur in 20 per cent of the cases of polycythemia. 
Hemiplegias, with or without aphasia and visual 
field defects, most frequently result. Extrapy- 
ramidal system symptoms such as chorea and 
tremor have been noted. Hemihyperesthesia and 
thalamic pain may occur. 


Diencephalic symptoms, including narcolepsy, 
obesity, diabetes insipidus and attacks of chills 
and fever may occasionally occur, The reverse 
situation, in which a polycythemia appears to be 
secondary to some diencephalic lesion such as a 
tumor or encephalitis is somewhat more common. 
This has led to the postulation of a cerebral cen- 
ter for the regulation of erythropoiesis. Though 
there are many case reports which suggest such a 
relationship the matter has not yet been adequately 
investigated. 

Choked discs and an elevated spinal fluid pres- 
sure are not uncommon. Transient periods of 
blindness were described as early as 1838 (Loman 
and Dameshek’®). In almost all patients there is 
an engorgement and cyanosis of the retinal veins. 
Hemorrhages may be present. The vertigo which 
is such a frequent complaint is often accompanied 
by nausea and vomiting, falling, tinnitus and hear- 
ing loss, simulating a Ménieré’s syndrome. 

These focal lesions generally occur as the re- 
sult of vascular thrombosis. Occasionally they 
are caused by hemorrhage. Subarachnoid and 
subdural hemorrhage as a complication of polycy- 
themia is infrequent but such a possibility should 
not be ignored in a differential diagnosis. The 
nonfocal symptoms are thought to be due to 
temporary anoxemia of the brain secondary to 
the slow circulation. Some of the symptoms are 
likely due to the tremendous congestion which 
expands the brain within the fixed cranial cavity. 
The important characteristics of the cerebral 
symptoms are that they are frequently multiple 
and that they may occur repeatedly, often fol- 
lowed by complete recovery. When definite tissue 
destruction occurs, however, there is no recovery. 


Errors in Diagnosis.—The clinical picture of 
polycythemia vera contains a number of features 
which easily permits errors in diagnosis to be 
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made. The onset is characteristically insidious. 
The symptoms may be present for several years 
before the diagnosis becomes evident. The 
plethoric facies which provides the usual clue to 
the diagnosis is often not evident for some time. 
A routine blood analysis may show values at the 
upper limits of normal and further studies may 
not appear indicated. 


The symptomatology is usually vague and in- 
definite. Since nervous symptoms predominate 
patients are quite apt to be given a diagnosis of 
some functional disease. This has frequently 
occurred, Patients may be so diagnosed for 
years, until the physical signs of the disease be- 
come striking or until some obvious vascular 
thrombosis occurs. 


Symptom complexes resembling migraine or 
Ménieré’s disease are particularly frequent. 
Polycythemia should always be considered as an 
etiology in these conditions. 


Similarly the possibility of the presence of 
polycythemia should never be ignored when a 
patient suffers from a “stroke.” One should be 
on guard when there is a history of several strokes 
with subsequent recovery and when there is evi- 
dence of thrombosis in more than one vessel. 
Multiple and transient cerebrovascular accidents 
are typically seen in polycythemia. The diagnosis 
is further complicated because polycythemia oc- 
curs in that age group in which cerebral vascular 
pathology is likely to be present. There is also 
evidence that polycythemia hastens the progress of 
arteriosclerotic disease (Norman and Allen’*). 
Careful examinations will usually establish the 
correct diagnosis. It should be kept in mind, 
however, that a stroke can occur as one of the 
first manifestations of the disease and that the 
other signs of polycythemia develop later. 


In a few cases the symptoms closely resemble 
those of a brain tumor. In these cases the focal 
symptoms are striking, the course is progressive, 
and there is a choke and an increased spinal fluid 
pressure. Cranial explorations have been done in 
a number of cases. In some the symptoms have 
so convincingly suggested a tumor that explora- 
tion has been performed despite the knowledge 
that the patient was suffering from polycythemia. 
The reverse situation, in which polycythemia is 
secondary to a brain tumor may occasionally oc- 
cur. In most of these cases the polycythemia ap- 
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TRAUMA TO URETHRA AND BLADDER IN ASSOCIATION 
WITH PELVIC FRACTURES 


Edward J. Richardson, M.D. 


Saint Paul, Minnesota 


— presentation today represents an analysis 

of the cases of bladder and urethral injuries 
which occurred in association with x-ray-proven 
pelvic fracture patients admitted to the Ancker 
Hospital in Saint Paul, Minnesota, between Janu- 
ary 1, 1945 and January 1, 1950. 

It is felt that this is a representative group of 
cases, since Ancker Hospital is the City Hospital 
and receives at least 90 per cent of all accident 
cases in Saint Paul and Ramsey County. 

During this five-year period there were 125 
individuals admitted to the hospital with pelvic 
fracture. 


TABLE I. MECHANISM 





Railroad accident 
“Pushed in bar” 
Crushed in foundry 
Pinned under trailer 
ag ed off bridge 

o history 





Table I presents the mechanism responsible for 
these injuries. As you can well see, the auto- 
mobile heads the list, being responsible for ninety 
of the 125 cases. Next in frequency is falls, fol- 
lowed by the other causes as listed. 


TABLE II, TOTAL CASES 





History: 
Alcoholic 
Epileptic 
Attempted suicide 
Accidental 





As shown in Table II, in the series of 125 cases 
there was a history of alcoholism in twenty-two. 
One patient was an epileptic and one an attempted 
suicide. The remaining 101 cases were accidental. 
As one would expect, the ratio of male to female 
is about even. Of the patients, sixty-seven were 
male and fifty-eight were female, giving the per- 
centage figures as listed. The age of these pa- 
tients covered a very large span. The youngest 


Read before the annual meeting of the Southern Minnesota 
Medical Association, Mankato, Minnesota, September 11, 1950. 
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patient in this series was a two-year-old and the 
oldest was ninety years of age. Incidentally, both 
of these patients recovered and neither had any 
injury to the lower urinary tract. 


TABLE III. HEMATURIA 





Negative 


75 cases 
Microscopic 


9 cases 





Table III gives the occurrence of hematuria in 
these patients. It is surprising to me that 60 per 
cent of these patients had neither gross nor micro- 
scopic hematuria. The importance of urinalysis 
in these cases cannot be emphasized too much. 
Twenty-four of the patients had microscopic 
hematuria and seventeen had gross hematuria. 
In nine cases no urinalysis was done. All those 
with gross hematuria had cystograms and further 
urologic investigations as indicated. 


TABLE IV. BLADDER AND URETHRAL INJURIES 





Cases with pelvic fracture 

Bladder and urethral injuries 

Urethral 

Bladder 
DEE DUNE 6c ccccccncucnvecoesosscessst 
Intraperitoneal rupture 2 


125 
8 (8%) 





Ten of the 125 patients (8 per cent) had blad- 
der and urethral injuries (Table IV). In review- 
ing the literature, it appears that this figure of 
8 per cent represents about the average through- 
out the country. 

In 1944, McCague and Semans? of Pittsburgh 
reviewed 780 cases of pelvic fracture over a thirty- 
eight year period and found 133 cases, or 17 per 
cent, with injury to the urethra or bladder. They 
stated that 17 per cent was a high incidence, but 
explained this high incidence on the fact that their 
cases came from a very industrialized community 
where severe crushing injuries were quite com- 
mon. 

In these ten patients with urinary tract injury, 
five had injury to the urethra and five had injury 
to the bladder. Of these five with injury to the 
bladder, three had extraperitoneal rupture and two 
had intraperitoneal rupture. 

The two most frequent findings in this group of 
patients are shock and pain on movement of the 
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lower extremities. Both may be quite severe. In 
addition, there is usually abdominal tenderness, 
rigidity and hematuria. All patients with pelvic 
fracture should be suspected of having urinary 
tract injury until proven otherwise. Immediate 
microscopic examination of the urine is indicated 
in all cases. If the patient is unable to void, 
catheterization is indicated and necessary. How- 
ever, if a catheter cannot be passed, then the cysto- 
gram, or cysto-urethrogram can be made by in- 
jecting contrast medium through the urethra using 
an asepto syringe. 

The diagnosis can be made from the physical 
findings and x-ray—either a cystogram or cysto- 
urethrogram with or without the use of a catheter. 
However, before any of these studies are made 
the most important thing is first to treat the shock. 


With the modern advances in x-ray technique, 
one should never try to establish a diagnosis of 
lower urinary tract injury by injecting a measured 
amount of solution through a catheter and then 
measuring the amount recovered. This may fre- 
quently lead to a false sense of security. It should 
be added that if in making the cystogram or cysto- 
urethrogram a definite diagnosis cannot be made 
from the anteroposterior view, then oblique views 
and an anteroposterior view after emptying are in- 
dicated. Rarely, if ever, is cystoscopy indicated 
unless it appears absolutely necessary to rule out 
the upper urinary tract as the source of hematuria. 

In those cases in which there is urethral in- 
jury, I feel that if it is possible to pass a catheter 
through the urethra into the bladder, then that is 
all that is necessary as long as the catheter is in 
good functioning position. If there is any evi- 
dence of extravasation of urine, then the extra- 
vasated areas should be incised and drained. How- 
ever, in those cases of urethral injury in which 
there is complete rupture of the urethra, then in 
all likelihood it will be impossible to pass a catheter 
through the urethra. If so, a suprapubic cystosto- 
my should be performed, and if possible and if the 
patient’s condition warrants it, retrograde instru- 
mentation so that a splinting catheter can be passed 
through the urethra and fixed in good functioning 
position: 

In patients with bladder rupture, whether extra- 
peritoneal or intraperitoneal, I strongly feel that 
these patients should have an operation as soon as 
their general physical condition warrants. In the 
cases of intraperitoneal rupture, after the defect 
in the bladder has been closed and a suprapubic 
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tube fixed in place, drainage of the peritoneal 
cavity is not indicated unless the patient is known 
to have had infected urine. In patients with extra- 
peritoneal bladder rupture, a suprapubic tube with 
drainage of the perivesical spaces, and, if possible, 
suture of the defect in the bladder is the proce- 
dure of choice. 


Time will not permit a complete discussion of all 
the ten cases of lower urinary tract injury in this 
series. In three of the five cases of urethral in- 
jury, it was possible to pass a catheter through the 
urethra and nothing else was necessary and the 
patients made uneventful recoveries. In the fourth 
case, it was thought that the catheter, which had 
been passed through the urethra, was in good 
functioning position. However, subsequent x-rays 
showed that the catheter itself was outside the 
bladder and lying free in the perivesical space. 
Once this fact had been determined, the patient 
was taken to the operating room, although his 
general condition was not satisfactory. At the 
operation, it was possible to place a splinting 
catheter in the urethra by retrograde means and 
leave a suprapubic tube in the bladder for drain- 
age. However, the patient died on the third post- 
operative day. This patient had multiple crush- 
ing injuries and at the time of autopsy, it was the 
impression that the patient died from so-called 
crush syndrome. The fifth patient in this series 
will be discussed in some detail later. 

It should be added that when these patients re- 
cover and are discharged from the hospital, they 
should have frequent postoperative check-up ex- 
aminations so that any postoperative urethral stric- 
ture may be promptly recognized and treated. 

In this series of cases, there were five bladder 
ruptures, two being intraperitoneal and three 
extraperitoneal. One patient died. This death was 
about three hours after admission to the hospital 
and no operation was attempted, although a diag- 
nosis had been made, because the patient’s general 
physical condition would not tolerate surgery. All 
the other four patients had surgical intervention 
and recovered. 


Figure 1 shows a cysto-urethrogram made on 
a man who was admitted to the hospital after being 
hit by a car while crossing the street. 


At the time of admission, this patient, a 62-year-old 
white man, was in a marked degree of shock and was 
bleeding from the urethra. He was immediately treated 
for shock and then an x-ray was made which showed a 
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Fig. 1. Cysto-urethrogram taken 
after contrast medium was injected 
into urethra, showing medium in 
membranous urethra and adjacent tis- 
sues, 


marked separation of the symphysis and a fracture of 
the inferior ramus on the right. An attempt was made to 
pass a catheter per urethra, but this was unsuccessful 
and when the attempt was made to pass the catheter 
the patient suffered a marked drop in blood pressure. 
Therefore, no further attempts were made to pass any 
instrument through the urethra. The cysto-urethrogram 
was made by injecting contrast medium through the 
urethra using an asepto syringe. As one can see none 
of the contrast medium entered the bladder, but stopped 
abruptly in the membranous urethra and extravasated 
into the adjacent tissues. The patient was taken im- 
mediately to the operating room and because of his poor 
general physical condition a suprapubic cystostomy was 
made under local anesthesia. The patient had an es- 
sentially uneventful postoperative course and on the 
seventh postoperative day under local anesthesia it was 
possible to pass an F16 5 c.c. Foley bag catheter through 
the urethra. This was left in place for a week and 
then a larger catheter was passed, until finally by the 
third postoperative week it was possible to pass an F24 
5 c.c. Foley bag catheter. The suprapubic tube was re- 
moved in the fifth postoperative week and soon after 
that the urethral catheter was removed. The incision 
healed per primam and the patient voided without dif- 
ficulty and had no residual urine. He has since been 
followed and is getting along well. He has developed 
no postoperative stricture. 


Figure 2 is a cystogram showing extravasation 
of the contrast medium into the left perivesical 
space. 


The case is that of a 39-year-old white woman who 
was hit by a car while crossing the street. When she 
was admitted to the hospital she was in shock and had 
marked abdominal tenderness and rigidity, which was 
more marked in the left lower quadrant. The patient 
was unable to void and the catheterized urine was gross- 
ly bloody. 
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Fig. 2. Cystogram showing extra- 
vasation of contrast medium into the 
left perivesical space. 


As soon as the shock had been adequately 


Fig. 3. Cysto-urethrogram in 
patient with an intraperitoneal 
bladder rupture. 


treated, a suprapubic cystostomy was carried out. The 
rent in the bladder was sutured and the bone fragments 
were easily identified and removed. This patient had an 
uneventful postoperative convalescence. 


Unfortunately, in this series of cases, there 
were no satisfactory radiographs in the two. cases 
of intraperitoneal rupture. However, I have in- 
cluded in Figure 3 a cysto-urethrogram made in a 


patient who had an intraperitoneal bladder rup- 
ture. 


This patient was also hit by a car and had fractures 
of both lower extremities with compounding on the 
right. After these fractures had been treated it was 
noted the patient had not voided and he was catheterized 
and 10 or 15 c.c. of bloody urine were obtained. Follow- 
ing this a cysto-urethrogram was made which showed a 
small contracted bladder with extravasation of the 
contrast medium into the peritoneal cavity. In Figure 3, 
by looking carefully, one can see the dye up in the 
flank between loops of bowel. This patient had im- 
mediate operation with closure of the defect in the blad- 
der and insertion of a suprapubic tube. He eventually 
recovered. 


TABLE V. MORTALITY 





Deceased 
17 (13.6%) 
2 (20 %) 


Fractured pelvis 
Bladder and urethral injuries 





The mortality figures in this series are shown 
in Table V. There was a total of 125 cases of 
fractured pelvis with seventeen deaths, or a per- 
centage of 13.6 per cent. Autopsies were obtained 
in sixteen of these seventeen patients and in no 
instance was a diagnosis of injury to the lower 
urinary tract missed. Six of these seventeen 
deaths occurred within one hour after admission 
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to the Accident Room. In the ten cases of bladder 
and urethral injuries there were two deaths for a 
mortality of 20 per cent. As stated earlier, one of 
these deaths occurred in a patient with a bladder 
rupture who died within three hours after admis- 
sion to the hospital and whose general physical 
condition was so poor that no operation could be 
attempted. The other death occurred as previously 
mentioned in a patient with a ruptured urethra 
and at autopsy it appeared that the cause of death 
was due to the crushed syndrome. The other eight 
patients with bladder and urethral injuries re- 
covered. 


Summary 


There were 125 cases of pelvic fracture ad- 
mitted to the Ancker Hospital in Saint Paul, Min- 
nesota, between January, 1945 and January, 1950. 
Of these 125 cases, ten were cases of bladder and 
urethral injury. Of these ten cases there were two 
deaths with a mortality of 20 per cent. The over- 
all mortality in this series was 13.6 per cent. 

It cannot be emphasized too often that all pa- 
tients with pelvic fracture should be suspected of 


having urinary tract injury until proven otherwise. 
All possible attempts should be made to arrive at 
an early and accurate diagnosis. Once a diagnosis 
has been made of urinary tract injury in these 
cases, then the proper immediate steps should be 
taken to handle the situation. I feel that with in- 
juries to the urethra, if a catheter can be passed 
through the urethra into the bladder, which will 
act as a splint and function properly, then that is 
all that is necessary. However, if it is impossible 
to pass a catheter, then suprapubic cystostomy 
should be done. All patients with bladder rupture 
should have surgical intervention, as soon as the 
patient’s general condition warrants. 
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APPENDICITIS 


(Continued from Page 138) 


this means unnecessary surgery. Surely, you do not 
want pathologists to justify the removal of normal tis- 


sue. There is too much unnecessary surgery all over the 
country.”4 


Summary 


Are pathologic criteria of appendiceal involve- 
ment correct? In severe suppuration, all are 
agreed on criteria. 


The appendix may be responsible for a chronic 
syndrome with repeated attacks of cramping ab- 
dominal pain which recurs over a period of many 
years and is permanently cured by appendectomy. 

The pathologic diagnosis signifies inflammatory 
changes found at the time of operation. No evi- 
dence may be found, using pathologists’ criteria 
of today, for severe or even perforated appendi- 
citis preceding the operation by several months. 

Pathologic diagnosis is not an exact science; it 
is the interpretation of gross and microscopic 
findings by a trained mind. Facts do not vary; 
interpretations surely do. 
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Using pathologic criteria of today, acute ap- 
pendicitis may be reported occasionally without 
clinical signs or symptoms of appendicitis. 


Time is the best diagnostician. If a tumor de- 
clared pathologically benign, kills the patient by 
invasion or metastasis, the pathologic criteria are 
suspected. If the removal of a “normal” ap- 
pendix cures the patient over a period of many 
years’ observation, should one suspect that path- 
ologic criteria may not be complete? 
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ARRHENOBLASTOMA 


Report of a Case with a Normal Pregnancy during Remission and Two 
Subsequent Normal Pregnancies after Surgical Removal 


PHILIP F. ECKMAN, M.D. 
Duluth, Minnesota 


| naistanas of its rarity, its unusual clinical 

manifestations and the speculation concerning 
its origin, the study of the interesting ovarian tu- 
mor, arrhenoblastoma, has proved both fascinating 
and stimulating. The arrhenoblastoma belongs to 
that small group recognized as functioning ovarian 
neoplasms. This discussion will review briefly 
some points of interest culled from the available 
literature concerning these tumors, and a case, 
illustrative of many of the unusual clinical fea- 
tures characteristic of this neoplasm, will be pre- 
sented. 

The paucity of cases of arrhenoblastoma is 
attested by the relatively small group appearing in 
the literature. Novak,® in a review of the sub- 
ject in 1938, added six new cases to the previ- 
ously reported total of forty-five. When the diag- 
nosis was made and operation performed on the 
patient herewith reported, only about sixty-five 
cases had been collected in the literature. Subse- 
quently, in 1947, Novak® reported that twenty-five 
additional cases had appeared, and his most recent 
available estimate’* places the total number at 
about 125 cases. 

Dockerty,’ in a survey of ovarian tumors, has 
brought out some statistical generalities dealing 
with the relative incidence of various ovarian tu- 
mors and has summarized much of this in a 
prominent wall display, which may be seen on the 
operating room floor of St. Mary’s Hospital at 
Rochester, Minnesota. In this he points out that, 
whereas 80 per cent of ovarian tumors are cystic 
and for the most part benign, the remaining 20 
per cent are solid and predominantly malignant. 
Furthermore, of the solid tumors of the ovary, 15 
per cent constitute a special group of four which 
are classified as “functioning neoplasms.” In this 
group of functioning neoplasms, granulosa cell 
tumors constitute 10 per cent, theca cell tumors 
2 per cent, dysgerminomata 2 per cent and ar- 
rhenoblastomata 1 per cent. 

From a search of the cross indices of the Duluth 
hospitals and their associated pathology labora- 
tories since 1925, it would appear that only one 
other case of arrhenoblastoma, besides the one 
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reported herein, has been diagnosed. This was 
studied and reported by Daughtry? in 1943. 

The term “arrhenoblastoma” was originally 
used by Meyer’ to designate a group of ovarian 
tumors which were thought to originate from 
certain “male directed” cells persisting as embry- 
onic rests in the rete ovarii. Popoff* in 1930 and 
McLester® in 1936, on the other hand, contended 
that such tumors were- primarily teratomata with 
an overgrowth of testicular elements. Kanter and 
Klawans® supported by a case study the teratom- 
atous theory. Novak* has pointed out Meyer’s 
valuable contribution in stressing his observation 
that the functional or clinical manifestations of 
these various related tumors are determined large- 
ly by the degree of their differentiation. Meyer 
illustrated these gradations by histologic studies 
contrasting the cord-like arrangement of the un- 
differentiated types with the tubule-like formations 
seen in the highly differentiated types, which 
could well be designated as testicular adenomata. 
Between these extremes, he described an inter- 
mediate type with only imperfect tubule forma- 
tions, not bearing much resemblance to testicular 
structures. 

The characteristic clinical manifestations of 
arrhenoblastoma are masculinizing effects which 
occur in varying degrees, depending upon the 
degree of differentiation or the type, according to 
the concepts of Meyer and Novak. The writer’s 
case report presents a clinical picture fairly il- 
lustrative of the average course of symptoms. The 
incidence of malignancy in arrhenoblastomata 
must, of necessity, remain only an estimate because 
of the small series of cases studied. Novak has 
concluded, on the basis of his own experience, 
plus information gleaned from the literature, that 
these tumors are associated with a relatively low 
rate of malignancy. Several fatal terminations in 
individuals having these tumors have been re- 
ported, one by Novak and Long, two by Meyer 
and one by McCarty and Dockerty (the latter 
from a recurrence and metastases twelve years 
following the original removal). Several other 
recurrences have been reported, and the incidence 
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of malignancy has been estimated to be in the 
neighborhood of 12 per cent. 


The only treatment advisable is surgical re- 
moval. Subsequently masculinizing symptoms 
usually regress, though sometimes not completely, 
and then femininity returns. Usually the symp- 
toms disappear in the same order in which they 
developed. Conservative surgery, particularly in 
young women of child-bearing age, is desirable if 
possible because of the low degree of malignancy 
usually found in these tumors. If recurrences are 
encountered, radical removal of all pelvic organs 
would seem advisable. Novak’® considers post- 
operative radiation in these cases wise but points 
out that sufficient time has not elapsed in our 
knowledge of these tumors to properly evaluate 
its effects. 


The occurrence of pregnancy subsequent to re- 
moval of arrhenoblastoma has been reported. The 
sequence of a normal pregnancy following a prob- 
able spontaneous remission of the functional ac- 
tivity of the tumor, in the following case report, 
elicits interest and two subsequent additional preg- 
nancies after removal of the tumor are note- 
worthy. 


Case Report 


Mrs. J. Z., a white woman, born in 1921, was in ex- 
cellent health and had developed normally during her 
early life. Menstruation, which began at age fifteen, 
continued with regularity of rhythm at twenty-eight-day 
intervals and was of three days’ duration with somewhat 
less than the average amount of flow. She had an 
appendectomy in 1939. In the spring of 1941 she com- 
plained of weakness, fatigue and nervous mani- 
festations such as flushes, sweats, palpitation and a 
sensation of being short winded. An egg-sized adenoma 
of the right lobe of the thyroid gland was present with- 
out evidence of toxicity; basal metabolic rates varying 
between -2 and -13 were obtained. In June, 1941, men- 
struation ceased. In November, the thyroid gland was 
explored and several nodules enucleated from both lobes; 
these, on microscopic examination, proved to be thyroid 
adenomata. Following this operation she felt better 
while taking thyroid extract, but the amenorrhea per- 
sisted. 


In July, 1942, she married. Thyroid extract therapy 
was continued. The patient came in occasionally, con- 
cerned principally with the amenorrhea. Examination in 
April, 1943, nearly two years after the onset of the 


amenorrhea, revealed some interesting changes. Her 
general appearance was still suggestive of a hypothyroid 
State; she had obviously been gaining weight. De- 
feminizing changes were quite apparent. The breasts 
had become exceedingly small and flat in spite of a 
weight gain of 25 or 30 pounds. The patient herself had 
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noted a change in the pubic hair distribution from that 
typically feminine to the male distribution up to the 
umbilicus. Hirsuitism on the face or elsewhere was not 
noted. On vaginal examination, the uterus was found to 
be very small and atrophic with no masses in the adnexal 
region. The clitoris had become markedly hypertrophied 
and, on questioning, she described an abnormally exag- 
gerated state of libido. Search for a masculinizing type 
of neoplasm was undertaken but no evidence could be 
found. Because of some persistent headaches and biur- 
ring of vision, skull x-rays, eyeground examination, as 
well as visual field determinations, were carried out 
without finding any abnormalities. Both ovaries were 
normal on palpation. 


In July she was seen by a consultant who administered 
2,000 rat units of estrin in oil. Interestingly, one week 
following this she menstruated; this continued regularly 
at monthly intervals and the patient stated that from 
this time on she began to feel more normal. During the 
next four to five months her weight decreased from 160 
pounds to her usual weight of 130 pounds, and she noted 
a definite decrease in libido and some enlargement of 
the breasts. 


In December, 1943, she again failed to menstruate and 
on examination subsequently she was found to be preg- 
nant. Pregnancy progressed normally to term and she 
delivered sponstaneously a normal female child weighing 
6 pounds 13 ounces. On her return for postpartum ex- 
amination in six weeks, a firm, globular mass was found 
in the posterior cul de sac. She was scheduled for 
laparotomy, with a tentative diagnosis of ovarian cyst or 
tumor, probably arrhenoblastoma, on the basis of the 
previous clinical picture. 


The tumor which was removed on October 2, 1944, 
was about the size of a large orange, measuring 12 by 
9 by 8 cm. The surface was smooth and fibrous and of 
a pale, reddish-gray color. On sectioning, most of the 
tumor appeared necrotic, with approximately one-third 
of the area consisting of cysts measuring up to 2.5 cm. 
in diameter. The cysts were filled with serous fluid, 
which in some was clear and in others sanguinous. The 
tissue between the cysts, where it was not necrotic, was 
soft and edematous in consistency and varied in color 
from areas which were grayish-red and grayish-white 
to areas red and brown, indicative of various stages of 
hemorrhage. 


On microscopy numerous sections of non-necrotic 
tumor tissue were studied. These showed the tumor 
cells arranged in nests or cords, often anastamosing, 
embedded in moderately cellular connective tissue 
stroma. Careful studies of sections from several non- 
necrotic areas revealed formations similar to those de- 
scribed by Dr. Meyer as the intermediate type (Figs. 
1-4). The tumor cells, which were somewhat elongated 
and somewhat irregular in shape, contained round or 
oval nuclei, moderately rich in chromatin. There were 
no histologic signs of abnormal growth tendencies. 
Cholesterin (fat) was demonstrated by fat stains to be 
fairly abundant in the tumor tissue. 


Dr. George Berdez, St. Mary’s Hospital pathologist, 
diagnosed the tumor as arrhenoblastoma of the ovary. 
This diagnosis was corroborated by Dr. Robert Meyer 
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ARRHENOBLASTOMA—ECKMAN 


Fig. 1. Differential fat stain (black) with character- 
istic lipoid content of interstitial cells (low power). 


Fig. 3. Arrhenoblastoma, intermediate variety, with 
attempted formation of testicular tubule (high power). 


of Minneapolis, who subsequently examined some of the 
slides. He classified the tumor as a sarcomatous type 
with some epithelial structures and marked regressive 
changes. He stated, in a personal communication, that 
in his opinion the regressive changes had taken place 
in this tumor before menstruation was re-established and 
pregnancy occurred. 

Since operation this patient has remained in the best 
of health and periodic examinations have revealed no 
recurrence in the pelvis or elsewhere. In 1946 she again 
became pregnant and delivered a normal female infant 
in December of that year. Interestingly, this youngster 
came under the observation of a pediatrician necause of 
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Fig. 2. Arrhenoblastoma of intermediate variety dem- 
onstrating tendency to cord formation (low power). 


Fig. 4. Intermediate variety with tubule formation not 
resembling testicular tubules. 


a large tumor developing in the right side of the ab- 
domen. At exploration, it proved to be a‘large congenital 
cystic kidney. At the present time the patient is again 
pregnant, the estimated date of confinement being Janu- 
ary 15, 1951. This pregnancy also is progressing normal- 
ly, and all physical and clinical manifestations of the 
arrhenoblastoma, as described above, are now absent. 


Summary 


Another case of arrhenoblastoma has been pre- 
sented which was of particular interest because the 
(Continued on Page 189) 
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MEDICINE AND ITS PRACTITIONERS IN OLMSTED COUNTY PRIOR TO 1900 


NORA H. GUTHREY 
Rochester, Minnesota 


(Continued from the January issue) 


Olmsted County received Dr. Mayo as a resident in the spring of 1863, when he 
became examining surgeon for the newly established Enrollment Board of the 
First Minnesota District, with headquarters at Rochester. Liking the little city, 
he bought land where the present Mayo Clinic stands and on the corner of Frank- 
lin and Fourth Streets built a home, in which his wife and children joined him in 
January, 1864. In this house on July 19, 1865, Charles Horace Mayo was born. 


About 1870 the family home was established on a farm that adjoined southeastern 
Rochester. 


When his service on the Enrollment Board ended in March, 1865, Dr. Mayo 
bought a site on Third Street, built office quarters, and thereafter devoted him- 
self to general practice, with increasing stress on surgery, and to matters of public 
welfare, tilting always in behalf of the less fortunate of the population. He was 
one of the founders of the Rochester Public Library in 1865. He joined in 
sponsoring courses of lectures by eminent .speakers, and on occasion he himself 
gave lectures on anatomy and on the natural sciences. (In 1871 he was elected 
an honorary member of the Acadamy of Natural Sciences, of St. Paul.) In the 
early sixties he began to work for adequate public schools; he served as a member 
of the city board of education in 1867-1870 and in 1883-1889. In 1870-1871, 
when Hamline University, then at Red Wing, was looking for a new location and 
proposed to come to Rochester, he tried to gain acceptance of the university’s 
terms, but the others on the negotiating committee feared increase of taxes and 
he was voted down. A Rochester citizen who knew the Old Doctor has said, 
“There were many things Dr. Mayo did for the city and many more that he 
wanted to do, but he did not have the backing of some of the old fossils among 
the city fathers.’”’ The published list of his suggestions, given at a council meeting 
in 1886, for civic improvement and for utilization of local natural resources, is 
catholic. Ultimately there came, not all of them in his lifetime, many of the ad- 
vances for which he long had worked: good schools, pure water, adequate 
sewerage, electric lights, a municipal telephone system, a new city hall, paved 
streets, parks, a lake, expanding highway and railroad facilities, and fair dealing 
for farmers in the marketing of their produce. 


Dr. Mayo performed various civic functions. In the autumn of 1869 he was 
elected county coroner, although he could not have served the full term because 
during that winter he was taking postgraduate work in New York City. He was 
instrumental in organizing, in 1881, the Rochester Board of Trade; was mayor 
of Rochester, 1882-1883; alderman from his ward, 1885-1889. A fiery politician, 
originally a member of the Republican Party, in 1870 he joined with the Demo- 
crats and the disaffected Republicans to support a platform of anti-monopoly and 


Fepruary, 1951 





HISTORY OF MEDICINE IN MINNESOTA 


free trade. In 1890 came his election as state senator on the coalition Farmers 
Alliance-Democratic ticket. After 1894 he was not in office, but continued in 
advisory capacity at regional party conferences and often was a member of com- 
mittees and a delegate to conventions. 

His campaign for public health and sanitation began in 1865 when he became 
a member of the city board of health. Thereafter for several decades he was 
intermittently on the board as chairman or as secretary and, member or not, was 
in the confidence of the state board of health and a constructive influence in his 
community. His periodical reports and his numerous additional bulletins, as 
published in Rochester newspapers, were classics. One message, in his most 
forceful style, headed “Poisonous Sweets. The Alarming Revelations of Chemical 
Examinations of Sugar, Syrup and Candies. To the Public: Death in the Pot,” 
set forth vividly the dangers from adulteration of sweets with chloride of tin. 
He and Dr. W. N. Vilas had carried out the laboratory tests. 

From the beginning of his professional life Dr. Mayo was an advocate of 
organized medicine. In 1853 he was elected to membership in the Indiana State 
Medical Society. In Rochester, on April 15, 1868, he was one of the six founders 
of the Olmsted County Medical Society, and on December 4, 1885, one of the 
prime movers in reorganizing the society, and its first president. Of the Minne- 
sota State Medical Society he was an active member from February 1, 1869, third 
vice president in 1871 and president in 1872-1873 ; he often was a member of com- 
mittees and a delegate to conventions of the American Medical Association. He 
became a member of the Ramsey County Medical Society in 1873 when, in 
partnership with Dr. Charles Hill, of Pine Island, who then was serving as state 
senator, he practiced medicine in St. Paul during his single departure (May, 1873, 
to March, 1874) from residence in Rochester. On November 12, 1883, he re- 
ceived state certificate No. 307 (R) under the “Diploma Law” of that year. In 
1892 he was a founder of the Southern Minnesota Medical Association. 

His inaugural address as president of the state medical society was primarily 
on the importance of citizenship in “the medical world,” and of active duty in the 
society ; his retiring address, on the relation of physicians to the public and each 
other. Part of his own responsibility in the medical world he interpreted to be 
generosity and encouragement to young physicians and to boys interested in 
entering medicine or allied professions; he was preceptor to several youths be- 
sides his sons. 

There is brief record of his partnership with physicians in Rochester prior to 
1883: with Dr. W. A. Hyde for a few months early in 1864; and with Dr. O. W. 
Anderson from December, 1867, into the summer of 1869. In 1876 and perhaps 
earlier he engaged as assistant physician Dr. Septimus (Seth) W. Gould; after 
Dr. Gould removed to Mazeppa Dr. Mayo and Dr. Elisha W. Cross were in 
partnership from December, 1876, to June, 1878. Dr. Gould returned to Dr. 
Mayo in July, 1880, and remained until December, 1881, when he entered practice 
in Pleasant Grove. 

Varied and intense as his interests were, William Worrall Mayo was primarily 
a physician and surgeon, advanced for his time. His much used library contained 
not only the best in literature but the soundest medical periodicals of the day and 
the works of masters past and contemporary in all branches of medicine and the 
natural sciences. Whenever possible he observed the work of eastern surgeons 
and studied at Bellevue Hospital and at the College of Physicians and Surgeons 
of New York, and elsewhere, and each year he extended his surgical work. It 
was ten years, however, from the time he first considered ovariotomy, which ulti- 
mately was to increase his prestige, before he first performed the operation, on 
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December 14, 1880. In the next ten years he carried out thirty-six similar pro- 
cedures, with low mortality rate. In these operations a varying group of local 
physicians assisted him; in 1883 Dr. W. J. Mayo began to help his father officially 
and in 1884 the local press reported that undergraduate “Charley” Mayo was 
present. The Mayo sons, however, had been their father’s companions and as- 
sistants since childhood, in office, at bedside, at operating table and even oc- 
casionally at postmortem table. 

On October 1, 1889, St. Mary’s Hospital, in Rochester, was opened officially 
with Dr. Mayo and his two sons as physicians in charge. The story of the hos- 
pital appeared earlier in this paper. From time to time there has recurred a sug- 
gestion that Dr. W. W. Mayo’s relation to the hospital was a source of dissatis- 
faction to individual physicians and to some religious groups. In reply to a recent 
inquiry on this point a resident of Rochester, a Catholic and the son of a pioneer 
settler, has said, “He was the right man and everyone knew it and was satisfied.” 
The Sisters of St. Frances chose him, they said, because of his professional ability, 
dignity and integrity, and his impartial generosity to the sick poor. 

Stories could be told to illustrate what manner of man this pioneer physician 
was. Although personal opinions may vary, the consensus is, “We had utter con- 
fidence in Dr. Mayo.” To answer calls from the sick he considered a sacred obliga- 
tion and, like his fellow practitioners, to do so promptly he kept a good stable. 
He drove at top speed and, being a small man (standing five feet four inches and 
weighing 120 pounds), he strapped himself to the seat of his vehicle for safety 
when the going was rough, as it usually was. In the autumn of 1881 a local car- 
riage maker built to Dr. Mayo’s design an enclosed English gig, and a harness 
maker constructed a special harness to suit the unusual plan of thills and whipple- 
tree. The gig was “a peculiar looking affair but light running, easy and con- 


venient.” Known as Dr. Mayo was for speed on the highway, the local people 


always pulled out to give him the road, and the new outfit made identification even 
easier. 


With all his ability William W. Mayo was not a businessman. He was too 
generous for his own financial good, and collecting fees and keeping accounts were 
foreign to his nature. Members of his family, when he was away, were more 
successful in this department. The earliest case and account books that surviv= 
are those of 1876-1877, when the doctor was in partnership with Dr. Cross, and 
a few from 1880 into 1884. The charges were low, fifty cents for office consulta- 
tions, a dollar or a dollar and a half for outcalls. The notes on patients were brief 
and not clinical : “John Mahoney, son of Jerry, on Tolbert place, south” ; “Maurice 
O’Connor’s son, Stewartville, married Pat Rahilly’s daughter”; “Man on one of 
Pencill’s farms.” In September, 1883, “Scratch off charges against 

, and , made during cyclone.” 


Louise Wright Mayo, the balance wheel of the family, as her elder son described 
her, was an able assistant to her husband in his practice. About her a well-known 
surgeon of the Pacific Coast who from boyhood was a close friend of Will and 
Charlie Mayo and often in their home, has said: “She had a keen mind, a prac- 
tical knowledge of medicine, and was one of those wonderful people who grow old 
‘gracefully and keep an active interest in things that are worth while.” She was an 
excellent amateur botanist and astronomer. Her sound knowledge of common 
diseases and of treatment for them and of fractures and dislocations she gained 
from experience and observation, from her husband and from study of his 
medical texts and journals. It has been said that she had almost as many patients 
as the doctor, and Dr. Mayo is quoted as saying, “If I am not here, call my wife; 
she can do as much for you as I can.” It was Mrs, Mayo, in 1870, who encouraged 


Fesruary, 1951 








HISTORY OF MEDICINE IN MINNESOTA 


her husband to mortgage the family home to purchase a fine microscope to further 
his care of the sick. Years later she was the proud and loving observer of her 
sons’ progress and at the same time their severest critic if their medical papers 
were not up to her mark or if their general conduct did not entirely please her. 
She and her husband agreed in their broad charity and in their sense of social 
obligation. Her precept, “Life is not a question of what others owe to us, but of 
what we owe to others,” had as formative effect on her children as did the doctor’s 
teaching that no man is big enough to be independent of his fellows. 

In retrospect the full worth of William Worrall Mayo is perhaps more apparent 
than it was in his lifetime. He was a man of excellent education for his time and 
place, he had faith in his own judgment and the courage of his convictions, yet he 
never was satisfied with himself, with the knowledge he had or with the things he 
did. He had foibles, was dogmatic and on occasion belligerent, and he made 
enemies, but his enemies respected him. He did not allow personal feeling to con- 
flict with professional faith. He once said, when questioned about religion, “My 
own religion has been to do all the good I could to my fellow men and as little 
harm as possible.” A facile public speaker, his favorite subjects, outside the realm 
of science, were social justice and the power of liberal ideas. In his old age, when 
addressing an audience who expected sentimental reminiscences, he gave them 
stirring prophecies of social and scientific advance: Tomorrow was the great day. 

From youth to age his eyes were turned to new horizons, intellectual and geo- 
graphic. Always an eager traveler, with the coming of relative leisure and 
financial ease he visited many parts of the world. At the age of eighty-five years 
he went alone on a long tour; on his eighty-fifth birthday Rochester honored him 
at a banquet which was attended by local residents and by prominent citizens from 
various parts of the state, and presented him with a silver loving cup inscribed, 
“William W. Mayo, from his Rochester Friends: May 31st, 1904.” His eighty- 
eighth birthday he celebrated on shipboard while en route to China and Japan. 

Nominally retired from practice in 1900, he continued to use his desk at the 
offices, to see patients and to make regular rounds at St. Mary’s Hospital. In 
the autumn of 1908, at eighty-nine still interested in chemical research, Dr. Mayo 
while attempting to correct mechanical equipment that he was using in an experi- 
ment, received a severe injury to his left hand and forearm that caused a long 
terminal decline. When he died at his home on March 6, 1911, in his ninety- 
second year, he was survived by his wife (who died on July 15, 1915), one 
daughter, Gertrude Emily (Mrs. David M.) Berkman (whose death occurred on 
July 22, 1938), and two sons, Dr. William J. Mayo and Dr. Charles H. Mayo. 

Not long after his death there was erected to the memory of William Worrall 
Mayo, in Mayo Park, his life-sized statue in bronze. Funds for the purpose had 
come from thousands of voluntary subscribers; no single contribution of more 
than one dollar was accepted. On the pedestal are engraved his full name, the 
dates of birth and death, and the words suggested by his sons: “Pioneer, Physi- 
cian, Citizen, a Man of Hope and Forward Looking Mind.” 

His was a useful life. He helped the sick, the needy and the oppressed, in- 
fluenced ideas, ideals and usages in the profession he loved, and gave rare oppor- 
tunity to his sons. 

“My brother and I.”—lIt is impossible to write about either of the brothers, 
William J. Mayo and Charles H. Mayo, without including the other, and that is 
the way they would have it. They possessed, differently, the best traits of their 
unusual parents, and they were blessed with originality and the divine spark of 
discontent that leads to progress. They said of themselves, looking back over a life- 
time, “We were always together.” With years there inevitably had come con- 
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flicting personal interests and sympathies which between most men would have 
caused a rift but which between these two only strengthened the bond. 

A story comes from an old friend of William J. Mayo and Charles H. Mayo 
from earliest days. When they were children, there lived in their neighborhood a 
youthful bully who tyrannized over all boys smaller than himself, and among the 
smallest were the Mayo boys. “The situation was a miserable one for all the kids 
in the locality.” The Mayo brothers talked it over earnestly, debating together 
whether it would be right for the two of them, so much smaller, to tackle the big 
boy. They decided that teamwork was ethical; there was no more bullying. Sixty- 
five years later the teamwork was still in effect. 

The evolution of their names is interesting. At the age of eight years Willie 
Mayo broke his arm while riding his pony. Charlie had his childish adventures. 
Willie Mayo and in turn Charlie Mayo went away to medical school ; they returned 
Will and Charles; then were Dr. W. ‘J. Mayo and Dr. C. H. Mayo. They soon 
became in Rochester, and presently to thousands elsewhere, and so remained, Dr. 
Will and Dr. Charlie. 

Unlike in appearance and manner, sometimes differing slightly in concept, the 
brothers were one in spirit and action. They supplemented and complemented 
each other. The elder, of medium height and almost military bearing, fair coloring, 
and alert and intent gray-blue eyes, possessed imaginative vision and executive 
ability as rare as his surgical genius, and with it all a gift for deep and loyai 
friendship. The younger, short and stocky, of casual posture, dark hair and 
complexion and brown eyes of changing expression, possessed rare surgical in- 
genuity and versatility and a delightful spontaneity in human relationships. Dr. 
Will had a kindly sense of humor, a keen appreciation of the comic; Dr, Charlie, 
equally kindly, an incorrigible sense of drollery that was always with him. They 
both had, Dr. Harvey Cushing said, something of the Lincolnesque about them, 
in their modesty and self-effacement, in their shrewd appraisal of other people in 
whatever walk of life, and in a quiet dry wit, always ready, with which they saved 
many an awkward situation by telling an appropriate story more often than not 
turned on themselves. 

In almost the same words each explained their success: “We were two men who 
loved each other and had absolute confidence in each other, who lived out of the 
same purse, who were anxious to do what they could, who came into activity at 
just the right time in the development of medicine and surgery.” And, “We have 
the same ideals and these ideals are dear to us and mean more than reputation or 
reward.” 

They were never conscious of making a choice of profession ; from first thought 
they expected to be doctors. They grew up in the atmosphere of books guided by a 
wise and tolerant mother and trained by an intelligent father who was a well- 
trained and successful physician and surgeon. Dr. Mayo taught them chemistry 
and anatomy, directed their reading, and instilled in them from their early child- 
hood the theory and practice of ethical medicine, illumined by his own wisdom and 
experience. From the schools of Rochester they went to medical colleges, chosen 
by their father, that offered most in length and scope of training. 

During their formal education in medicine and surgery they were taught the new 
methods of asepsis and antisepsis, which they adopted from the beginning of their 
practice. They always said that they had had an unequalled opportunity to apply 
new scientific methods of treatment in a new hospital (St. Mary’s) operated on a 
new basic principle. As their practice grew, they added to their staff physicians, 
surgeons and research workers, the best men they could get. Thus the develop- 
ment of co-operative medicine was begun by them, and it grew, and the physicians 
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who visited them began to call the group the Mayo Clinic. As time went on, 
through internships and the taking on of men who wished to act as assistants for 
the purpose of learning, the teaching function established itself and finally de- 
veloped into the Mayo Foundation for Medical Education and Research, affili- 
ated with the University of Minnesota. 


Of keen intelligence, the brothers were constant, not brilliant, students, dedi- 
cated to a purpose greater than themselves. Alternating in absence from Roch- 
ester, they traveled extensively in the United States and abroad, visiting clinics, 
hospitals and universities where surgical work new to them was being done, ob- 
serving and learning, never criticizing, and always bringing home and applying 
new knowledge. They were faithful in advancing organized medicine and in con- 
tributing, together and separately, to medical journals; each ultimately had a 


bibliography of several hundreds of papers on varied subjects, technical and 
philosophical. 


Dr: W. J. Mayo and Dr. C. H. Mayo were master surgeons, in earlier years 
in the same fields and later, mutually consenting, in different special fields. Each 
had courage and rare surgical judgment. Although each originated many opera- 
tive procedures, some of which bear their name, they made no claim of priority: 
“The acceptance of observations on original contributions to surgery necessarily 
must be qualified, for the reason that a surgical method may be original with more 
than one person and in different periods of time” (WJM). With characteristic 
modesty each bowed to the other as leader in achievement. In the period of their 
greatest professional activity they were known as “the surgeons’ surgeons,” and 
they took satisfaction in having each been surgeon to more than thirty members 
of the American Surgical Association and to immediate members of those sur- 
geons’ families, and to many other members of the medical profession. 

They were sought as speakers at medical meetings, commencement ceremonies, 
and civic functions. Each was proposed, unofficially, more than once for the 
governorship of Minnesota and for the presidency of the United States; even if 
such proposal could have been accepted jointly, they would have refused, in de- 
votion to their profession. Their military careers were parallel, from lieutenancy 
in the Medical Reserve Corps of the Army of the United States to brigadier- 
generalship in the Inactive Section, Officers Reserve Corps. Each received the 
Distinguished Service Medal for his work as alternating chief consultant in the 
office of the Surgeon General during World War I. Their honors, citations and 
awards, their memberships in medical societies and in organizations devoted to 
other sciences and to the arts and to human welfare comprise impressive lists. In 
the board of governors’ room of the Mayo Clinic hang their certificates, medals 
and diplomas; in an adjoining narrow corridor are their military uniforms and 
their academic costumes from universities throughout the world. In June and 
July, 1946, these academic gowns, hoods and hats were on view outside the clinic 
for the first time, in the gallery of the University of Minnesota. 

With their hearts in their home city, which as they progressed grew and pros- 
pered because of their generosity and civic pride and loyalty, they were citizens of 
the world, and they became news. At long last they consented to the publication, 
by the University of Minnesota, of a book* about their father, themselves and the 
work that had become the Mayo Clinic and the Mayo Foundation, stipulating that 
other than making records available they should have no part in its preparation. 
In 1937 Dr. W. J. Mayo in one particular changed his decision: he wrote to 
Mr. T. E. Steward, of the University, who then was compiling material toward 

*The Doctors Mayo, by Helen B. Clapsattle, of the University of Minnesota, was published in 1941, 
more than two years after the death of Dr. C. H. Mayo and Dr. W. J. Mayo. 
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the history, “I want to tell you something about Charlie,” and went on to 
describe Dr. C. H. Mayo’s originality, scientific imagination, surgical genius and 
personal loyalty: “He has never desired to develop what would rebound especially 
to his own credit. He has the least self-glorification of any man I know who has 
accomplished great things.” At that time Dr. Charlie was very ill; when later he 
saw this plain statement of fact, as his brother called it, he said, “Isn’t Will 
going to tell about himself? If he doesn’t, I will.” Unfortunately, such statement 
never was written. 

In their last ten years together there was an unfailing routine when they both 
were in town. Dr. Charlie would come in eagerly every day, “Is Will here?” 
Dr. Will entering the corridor would call out, “Have you seen Charlie today?” 
and immediately go in search of him. One day, in their last year, when they were 
about to leave town on different occasions they met in the older brother’s office, 
and stood for a moment, each with his hands on the other’s shoulders. ‘Well, 
Charlie.” “Well, Will.” And, aimost together, ‘We‘ve had a good time.” When- 
ever they parted even for a few days, in that year, they felt that it might be a 
last good-bye. 

When Dr. Charlie died and when Dr. Will soon followed, the world paid them 
tribute. With their passing an epoch ended. Together they had added much to the 
sum total of human knowledge and had contributed greatly to the improvement of 
human welfare. 


The following notes about them individually are but annotations on the record 

































William James Mayo (1861-1939), the fifth child and elder son of Dr. and 
Mrs, William Worrall Mayo, was born at Le Sueur, Minnesota, on June 29, 1861, 
and came to Rochester with his parents when he was three and a half years old. 
After finishing the grades and high school, William J. Mayo studied languages 
at the school of Miss Finch and next had instruction at the Rochester English and 
Classical School (Niles Academy) ; in vacations he worked as assistant in a drug 
store. In September, 1880, he entered the medical department of the University 
of Michigan, at Ann Arbor, because that university, one of the first in the country 
to do so, recently had increased its medical course to three years. At Ann Arbor 
he came into close association with men of personal and professional merit: 
Donald Maclean, Professor of Surgery, who was in effect his preceptor ; Corydon 
L. Ford, with whose approval he served as “volunteer instructor in the upper 
dissecting room” ; George E. Frothingham, Alonzo B. Palmer, Victor C. Vaughan, 
and many others; and he made friends whose purpose in life was as earnest as his 
own. He was one of the six founders of Nu Sigma Nu fraternity, a. group of 
idealistic students, “an aristocracy only of brains in which intelligent :nedical 
curiosity was the mainspring.” His one departure from study was boxing; he 
weighed 130 pounds, boxed in the 133 pound class and was college champion. 
Graduated from medical school on June 28, 1883, at the age of twenty-two years, 
he returned home to enter practice with his father. On November 13, 1883, he re- 
ceived his Minnesota state license No. 308 (R) under the “Diploma Law” of that 
year. His first few years in practice were a struggle for recognition on his own 
‘merit rather than as his father’s son. Those were the “foot-in-the-door” days. 
In meeting hazards of accident, weather and even wolves in his far country calls 
he was as much a pioneer as his father had been. An excellent horseman from 
boyhood, he liked fast horses and for some years did his own driving ; it is difficult 
for those who knew Dr. Mayo only as an older man who rode in chauffeur-driven 
cars to picture him in that early role. 





(To be continued in the March issue) 
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President’s Letter 


“HOW BAD ARE WE?” 


During 1950, and especially during the latter half of the year, American Medicine 
seemed to be in a bad way if one could believe the pseudo-information which 
burdened the mails out of Washington. One read that physicians were inefficient ; 
were unwilling to work unless paid exorbitant fees; there were too few of them; 
they would not practice in small towns; the nation’s health was deteriorating ; 
things were bad. One read in the National Health Insurance Handbook, put out 
by the Committee for the Nation’s Health and published in Washington, that many 
workers lost time through illness. The repeatedly disproved story of the draftees 
rejected during the last war because of “remediable or preventable” illness or 
physical defects was repeated. One could read on and discover that too many 
mothers needlessly die in childbirth. It was stated also that 25,000,000 lives are 
blighted by disability or physical impairment, presumably by lack of medical care. 
Sources of these figures not given. 

The profession is anxious to learn more about these chronically ill and old age 
groups. The Minnesota State Medical Association has appointed a new committee, 
the Committee on Chronic Illness, to make a study of and to make suggestions for 
this group disabled by chronic illness. This committee will study the number of 
such disabled persons and make a further investigation as to possible remedies. 


The physicians of the country would be interested to learn how compulsory 
National Medical Care would prevent congenital physical defects or abolish con- 
genital mental deficiency. Refusal of patient to accept medical care, either pre- 
ventive or curative, could hardly be remedied under a national system. 


New Health Record 


How refreshing, then, to read in The Journal of the American Medical Associa- 
tion of November 25, 1950, of the outstanding record in maternal care during 1949 
in these United States and of a new low of less than one maternal death per thou- 
sand live births. 


The Journal of the American Medical Association makes the further statement : 


“This glorious achievement of medical progress has not been limited to the wealthier states 
with almost exclusively white populations. In 1949 there were thirty states with rates of less 
than 1.0; two at exactly that level, and only seventeen above. The highest state rate was 2.3 
in 1947, and this was only one-half of the lowest state rate, 4.3 in 1933.” 
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Plan Further Study 


A brochure prepared by the Division of Maternal and Child Health of the 
Minnesota Department of Health for 1949 is another answer to those critics who 
see widespread neglect of maternal care. It should be mentioned here that over 96 
per cent of the maternity cases in Minnesota were hospitalized in general hospitals 
and most of them were cared for by well-trained general practitioners. The Council 
of the Minnesota State Medical Association has approved a study by its Maternal 
Health Committee for the year 1950, in an effort to reduce maternal mortality still 
further. Minnesota has always had an excellent record for maternal care. 


Let us add that this improvement in the quantity and quality of medical care was 
not confirmed to maternal and child health. Throughout the nation the improve- 
ment in health has been remarkable. Longer life expectancy is noted. There was 
less chronic illness among patients formerly considered bed patients, and illness due 
to nutritional disorders was lessened. On the national level one should review the 
Statistical Bulletin of the Metropolitan Life Insurance Company “Health and 
Longevity at the Mid-Century,” January, 1950. They report that during the half 
century, American wage earners and their families as represented in insurance ex- 
perience, have shown a greater gain in expectation of life than has the population 
as a whole. This added expectancy has been made possible by better medical and 
nursing care. 


Benefits for Both 


Progress will continue to improve the health and longevity in the future. The 
new discoveries are made available to the physicians of every city and village. The 
physician of the next fifty years will be eager to benefit by such new agents and 
will see that they reach his patients. 


It would seem that the American medical profession has not been indifferent to 
health needs of the country, both preventive and curative. The profession is alert 
to the needs of the people under new standards of living and under the added stress 
of war. It will do its part in this new national emergency both at home and in the 
armed forces. 


Mant 4e1 


President, Minnesota State Medical Association 
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° Editorial ° 


Cart B. Drake, M.D., Editor; Gzorce Eart, M.D., Henry L. Uxricu, M.D., Associate Editors 





BANTHINE 


A CCORDING to our present conception, the 

cause of peptic ulcer is in some way related 
to a reflex nervous mechanism, and healing of the 
ulcer is prevented by the accompanying hyperacid- 
ity. The neutralization of stomach acid in the treat- 
ment of peptic ulcer by alkalis and food, which 
has been the purpose of medical treatment since 
Sippy first brought forward his famous diet, is 
attacking the problem from only one angle. A 
method for lessening the secretion of hydrochloric 
acid in the stomach (without resorting to the ex- 
pedience of surgically removing most of the stom- 
ach itself or its vagus control), which would lessen 
the peristalsis of the stomach at the same time, 
should prove ideal. 

It may be that the drug known as Banthine may 
turn out to be the long-sought drug. Dr. Raymond 
N. Bieter of the Department of Pharmacology at 
the University of Minnesota is one of those who 
are investigating the drug’s value, and he claims 
that the observation of a large number of patients 
over a period of two years will be necessary be- 
fore definite conclusions can be drawn. Possibly 
a longer period will be required for final estima- 
tion of the drug’s value. In the meantime, thou- 
sands of sufferers from peptic ulcer will have 
tried Banthine on the prescription of their medical 
advisors, and doubtless the lay press will draw 
conclusions before members of the profession 
have made up their minds. 


According to Bieter a 100 mg. tablet of Ban- 
thine will reduce the quantity and degree of acidity 
of the gastric juice markedly and will also defi- 
nitely delay the emptying of the stomach and the 
progress of a meal through the intestines. His 
recommended dosage of 50 mg. every four hours 
night and day does not slow the progress of food 
through the gastrointestinal tract sufficiently to 
cause untoward symptoms. It does produce a dry 
mouth, minor disturbance of visual accommoda- 
tion, loss of bladder tonicity and reduction in 
libido, all of which reactions, however, are tem- 
porary and usually of minor importance. 


Banthine is being widely used both with and 
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without interval feedings and antacids. The drug 
affects both the sympathetic and parasympathetic 
nervous system and has much the effect of vagot- 
omy without being permanent in its action. 
Strangely, it does not affect the heart and appar- 
ently is harmless in the recommended dosage. 


THE NEED FOR EARLY DIAGNOSIS IN 
RHEUMATIC FEVER 


— work on the problem of rheumatic 
fever has caused us to reassess our knowl- 
edge. Especially since the advent of Cortisone 
and ACTH, fundamental studies have been pos- 
sible which point to an altered membrane permea- 
bility which may be a fundamental factor in all 
our collagen disturbances. The rheumatic state is 
only one of these, and of course any contribution 
to our basic understanding of these disturbances 
is a ray of light on this at present inexplicable 
problem. These studies are exciting enough to 
promise fruit in our generation. I think it is safe 
to say that more steps forward have been made 
in the past 15 years than have been made in the 
past several centuries. This has been made possi- 
ble by improved methods of study, improved tools 
of investigation, an awakening of public interest 
in its own problems, and by the provision of re- 
search funds which have been made available due 
to this interest. 

Although the golden age has probably not ar- 
rived as yet, certain trends could well be reviewed 
at this time. First, there may well be a definite 
hereditary factor in rheumatic fever which may be 
due to biochemical differences between a child 
susceptible to rheumatic fever and one not so 
marked for trouble. Work on detecting this bio- 
chemical difference is proceeding rapidly and may 
prove very valuable. However, a careful family 
history will elicit the practical information neces- 
sary. If these susceptible children could be 
“tagged,” they could be given close observation 
and care. 

Second, there is the association with the strep- 
tococcus. Sufficient evidence has accumulated to 
induce the physician to accept this relationship 
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and take what steps are available to cope with the 
problem. Those children “tagged” as potential 
rheumatic fever victims or susceptible children 
should avoid exposure to streptococcal infections 
so far as possible, but, if they become infected 
they should be given the best of care by their 
private physicians. This points to a definite pub- 
lic health service that every practicing physician 
should accept as his own personal responsibility. 

Third, there seems to be a direct beneficial ef- 
fect of Cortisone and ACTH on the symptoma- 
tology of rheumatic fever. I use these words 
advisedly because, although the fever, arthralgia, 
acute carditis and laboratory evidences of activity 
seem to abate rapidly, what effect this remission 
of symptoms has on the over-all picture of heart 
disease has yet to be proved. Time and experience 
alone can answer this problem. However, even 
the most conservative observer must concede that 
there appears to be hope on the horizon. 

Fourth, there’ seems to be a direct relationship 
between early institution of therapy with Corti- 
sone or ACTH and the rapidity with which a re- 
mission occurs. If this effect proves on further 
study to be the predominant response, it makes 
the early recognition of rheumatic fever impera- 
tive. This means that all those closely associated 
with children must avail themselves of the exist- 
ing knowledge as to the accurate diagnosis of 
rheumatic fever. The parents, teachers and school 
nurses are the ones most closely associated with 
the children, but the family physician is the key 
man in the situation. It is he who must evaluate 
the picture and give advice. He must always keep 
in mind the cardinal diagnostic points of a child 
sick with polyarthritis, carditis, rheumatic nodules 
and chorea. When this syndrome appears in a 
child with a family background of rheumatic fever 
or a history of a previous attack of rheumatic 
fever, he must be doubly alerted. Treatment of 
this disease in the early exudative stage can do 
much to lower the incidence of cardiac damage. 
Such therapy as bed rest, removal from an en- 
vironment in which the streptococcus is rampant, 
elimination of the streptococcal infection in the 
patient and reversal of his hypersensitive state are 
necessary. The time-honored drugs which help in 
the latter are the salicylates. Apparently these 
drugs do more than alleviate pain. Recent animal 
experiments have shown that various hypersensi- 
tive reactions can be controlled by salicylates. 
ACTH has been called “expensive aspirin,” but 
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it seems to be more than that. It calls forth adre- 
nal cortical stimulation which has a multitude of 
effects on the body. Some of these are remedial as 
stated above but excessive and prolonged stimula- 
tion of the gland as in ACTH administration, or 
substitution therapy as in Cortisone administra- 
tion, seems to bring about unfortunate effects. 
I-xamples of this are the accumulation of sodium, 
water, chlorides, and glucose with the loss of po- 
tassium, uric acid, nitrogen, calcium, phosphate 
and vitamin C. A note of warning must be in- 
jected at this point. The indiscriminate use of 
ACTH and Cortisone would not only be danger- 
ous but would add up to a confused mass of data 
that could never be properly analyzed and would 
add too many conflicting opinions. 

The thought then would be to derive the bene- 
ficial effects of adrenal stimulation in the early, 
exudative stage of rheumatic fever. This necessi- 
tates early diagnosis. 

The present is a propitious time for the medi- 
cal profession of Minnesota to go all out on 
rheumatic fever. We now have a uniquely favor- 
able situation in this area to study and care for 
such patients with the new Variety Club Heart 
Hospital and the American Legion Research Pro- 
fessor in Rheumatic Fever and Heart Disease in 
Children. We have a flourishing Minnesota Heart 
Association which is providing funds for research 
through contributions of those far-seeing citizens 
who are greately interested in doing something to 
lessen the ravages of heart disease. With this 
combined force, Minnesota should make many 
major contributions toward the solution of all 
aspects of the problem and perhaps lead the nation 
in this struggle. 

Since the future holds so much in store for us 
through this program, it is up to us as family doc- 
tors to contribute our best efforts in its support. 


Paut F. Dwan, M.D. 


STUDENT AMA 


N ORGANIZATION known as the Student 

American Medical Association was recently 
organized by student delegates from forty~« ‘ght 
medical schools throughout the country \.ith a 
total membership of 15,855. 

The Student AMA has for its objective the 
advancement of medicine, contribution to the wel- 
fare and education of medical students, familiari- 
zation of its members with the purposes and ideals 
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of the medical profession, and preparation of its 
members to meet the social, moral and ethical 
obligations of the profession. 


Warren R. Mullen of Jackson, Michigan, a 
student at the University of Michigan Medical 
School, was elected president; Harry W. Sand- 
berg of Moline, Illinois, a student at the Univer- 
sity of Illinois College of Medicine, was elected 
vice president, and David Buchanan of Huron, 
South Dakota, a student at the University of 
South Dakota School of Medical Sciences, was 
elected treasurer. Seven other students were 
elected to the executive council. 

The association will be made up of academic 
societies in medical schools of the United States 
which are approved by the Council on Medical 
Iducation and Hospitals of the AMA. Each 
society, not more than one at any school, must 
have a membership of at least one-fourth of the 
students, or eighty-five students, whichever is 
the smaller. 


An advisory committee to each constituent 
society will be composed of the dean of the school 
or his appointed representative, two faculty mem- 
bers elected by the students, a county medical 
society representative and a state medical society 


representative. 


The student House of Delegates has named its 
president and vice president as representatives to 
the AMA House of Delegates. A change in the 
constitution of the AMA to provide for such rep- 
resentation is expected to become effective at the 
annual meeting in Atlantic City in June. 


RED CROSS 


OO much publicity cannot be given to the need 
for increasing financial support of the Red 
Cross for the coming fiscal year. 

The goal of the national campaign this year is 
85 million. Last year’s goal of 67 million was not 
reached. Only 65 million was raised. Thus a 30 
per cent increase in contributions will be needed 
this year. Reserves which have been called upon 
in recent years have now been exhausted. 

The national Red Cross is a huge organization, 
with 1,600,000 individuals taking part in its vari- 
ous activities, 14,525 being on the payroll at an 
average pay of $2,500. 

The former national chairman of the Red 
Cross, George Marshall, having been appointed 
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the new Secretary of Defense, has been replace: 
by E. Roland Harriman, who is serving without 
salary. 


More than half of the Red Cross funds go to 
services for the members of the armed forces an« 
veterans. As a result of the military program the 
need for increased services is apparent. As the 
Red Cross supplies the blood service for the armed 
forces, the expansion of this service is expensive. 
The possibility of bombing requires much more 
training in first aid and increased storing of sup- 
plies in preparation for such a catastrophe. Re- 
cent monetary inflation further increases the need 
for additional funds. 


Red Cross furnishes personalized services for 
those in the armed services—services which the 
Army and Navy do not supply. This private or- 
ganization will doubtless receive the increased 
financial support which its activities so richly 
deserve. 


RABIES INCREASES 


Two cases of rabies have recently appeared in dogs in 
Minnesota, and a number of cases in other animals. 
Many of the recent cases have been traceable to skunks. 
Dogs are the most dangerous carriers of this fatal 
disease, because of their close contact with human beings. 

A dog in Hennepin County was bitten by a skunk 
about October 26 and became ill with symptoms of rabies 
ten days later. Fortunately, it was securely confined until 
its death November 9. Positive diagnosis was completed 
November 29, through the use of mouse inoculation tests 
performed by the laboratories of the State Live Stock 
Sanitary Board. In Cottonwood County both a cow 
and a dog were infected with rabies after being bitten 
by a skunk. Other cases reported since mid-September 
have involved domestic animals bitten by skunks. This 
unusual outbreak of rabies in skunks is explained by 
the fact that these animals are no longer killed for their 
fur; hence they are increasing rather rapidly. Rabies 
infects skunks in other sections of the country and the 
disease has gradually spread to Minnesota. Animals 
suspected to have been infected with rabies are examined 
by the Live Stock Sanitary Board, unless a human being 
was involved, in which case the exam#nation is made by 
the State Department of Health laboratories. 

No human cases of rabies have been reported in Min- 
nesota since 1917. Persons known to have been in con- 
tact with rabid animals have heen protected by anti- 
rabies vaccine in every case in which there was danger 
of their having been infected. 

“An animal suspected of rabies should not be killed,” 
say Health Department physicians. “The animal should 
be kept very securely confined and observed for fourteen 
days. If it is still alive and has not developed any symp- 
toms by that time, it was not rabid at the time of biting. 
If it is necessary to kill the animal, do not shoot it 
through the head. It is by careful examination of the 
brain that rabies is diagnosed. Report all animal bites 
to your physician and local health officer. Full infor- 
mation about the prevention and treatment of rabies may 
be obtained from local doctors and _ veterinarians.”— 
Minnesota’s Health, December, 1950. 
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COMMITTEE MEMBERS CONDEMN 
LOBBY REPORT 

Three minority members of the House of Rep- 
resentatives’ Select Committee on Lobby Activi- 
ties, recently issued a joint statement calling the 
“Interim Report” of this committee on lobbying, 
an “attempt to smear American enterprise and to 
discredit our American system.” 

The “Interim Report” concerned itself primarily 
with lobby activities of businesses and corpora- 
tions, and was issued during the November elec- 
tion campaign. Simultaneously with this report, 
a press release was issued on so-called corporate 
lobbying, stating that 152 corporations spent over 
thirty million in the last three years to influence 
legislation. No mention was made of government 
lobbying which far exceeded that of business dur- 
ing the same period, 


Applaud AMA’s Campaign 
These members, Halleck of Indiana, Brown of 
Ohio and O’Hara of Minnesota charged that the 
committee had been extremely unfair in disap- 
proving the activities of the American Medical As- 
sociation : 


“The report is extremely critical of the activities of 
the American Medical Association in its opposition to 
socialized medicine. At the same time it tacitly approves 
the activities of those organizations—such as the Com- 
mittee for the Nation’s Health—-which favor not only 
socialized medicine, but socialized housing, socialized 
education, socialized industry and socialized agriculture. 

“A hasty examination of this distorted report 
indicates that the majority generally approve as in the 
public interest all lobbying which favors passage of 
measures in the program of socialization, and disapprove 
all activities designed to uphold private initiative and 
government: In terms of this proposed report the de- 
fenders of the traditional American Constitutional sys- 
tem apparently can do no right; the left-wing groups 
seeking to destroy that system can do no wrong.” 


Cites Ewing’s Trip 
The statement emphatically condemns the com- 
mittee’s attitude that “all lobbying by business and 
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conservative elements is bad ; all lobbying by left- 
wingers, labor organizations and Fair Deal office 
holders is good.” The “Interim Report” also re- 
garded l-wing’s trip to Europe to sell socialized 
medicine as perfectly legal : 

it the report approves the tax-financed European 
junket by Oscar Ewing and his staff to advocate so- 
cialized medicine on a world stage. Ewing .. . held 
press conferences in London, Dublin, Edinburgh, Stock- 
holm, Rome and Tel-Aviv. 

“Approval also is extended to outright lobbying ac- 
tivities of Ewing, including the luncheon he gave in 
his office for organizations supporting bills he desired 
passed—a luncheon served by Federal employees. 

“On the other hand, privately financed, dignified, fac- 
tual, educational campaigns by citizens, professional and 
business groups, opposed to the socialization of America, 
are condemned as vicious.” 


Report Called “Lopsided” 

Calling the report as “lopsided as the leaning 
tower of Pisa, as intolerant as an article in Prav- 
da,” the representatives declared that the report 
approved of non-registration of certain lobby 
groups, while it disapproved of groups which con- 
formed to all the rules and regulations requiring 
registration and disclosure of financial sources. 


TAXPAYERS GROUP ANNOUNCES 
TAX REDUCTION WEEK 

The week of March 27 through April 1 has 
been designated in Minnesota as “Tax Reduc- 
tion Week” by the Minnesota Taxpayers Asso- 
ciation. In urging citizens to make the week an 
effective statewide movement, the association said : 

“This originated in . . . Minnesota and is apparently 
being taken on by citizen-taxpayer groups and organiza- 
tions in practically every county. It is felt that this 
medium of citizen expression for tax reduction, through 
economy in government, will clearly demonstrate the 
temper of our people on the tax question. 


“The apparent ‘sense’ of public attitudes today is more 
and more towards economy in government as an eco- 
nomic necessity.” 
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Americans can understand the necessity of more 
taxes during a national emergency to pay for de- 
fense, but most of them find it difficult to tolerate 
unnecessarily high levies when government waste 
and duplication abound in sufficient quantity to 
provide a substantial tax reduction. 


DRUGGIST SEES GREED ARISING 


Speaking before the Medical Society of the 
State of North Carolina, John W. McPherrin, 
editor of the American Druggist, reported that 
greed was showing its ugly head among users of 
the British national health service. He said: 


“Among doctors and pharmacists, I found many who 
were for the scheme—because they were making more 
money. These are the mediocre doctors and unsuccess- 
ful pharmacists. Among all people—patients, doctors 
and pharmacists—I was amazed to see human greed 
showing its ugly head.” 


Mr. McPherrin pointed out that the human 
element of acquisitiveness is largely responsible 
for the many evils of the British system. He 
warned that in America, where there are many 
who would transfer that same system here, the 


danger is equally great. In discussing this factor, 


he said: 


“Perhaps the basic problem is deeply rooted in human 
nature. It would appear that not every patient, doctor, 
or druggist is as noble and unselfish as the social plan- 
ners have presupposed. Since those in charge of a 
Welfare State assume the authority to control any situ- 
ation, they might shoot the works and issue a decree 
outlawing all human selfishness. Of course, it won't 
achieve the miracle, but the idea is no more unrealistic 
than some assumptions of political humanitarians. 

“Failure to realize that human nature doesn’t change 
overnight has created grave problems for the Britons. 
Those who planned the Welfare State of Great Britain 
had no idea that their free health scheme was going to 
reveal so much human greed and selfishness. This char- 
acteristic of the human race is present among all peo- 
ple. It is not something peculiar to the Britons. They 
are no more selfish than we are. The same kind of a 
free health scheme in America would bring just as 
much greed to the surface, and result in just as many 
costly abuses by patients, doctors, and druggists.” 


Greed Curbed by Competition 
The American system supplies a natural and 
effective curb on too much human greed, accord- 
ing to Mr. McPherrin. The social significance of 
the free competitive system found in American 
private enterprise, is the basic factor which makes 
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it necessary for Americans to please their fellow 
businessmen, therefore effectively curbing greed 
by the creation of less selfish business methods to 
please the customer. 


Mr. McPherrin cites an example: 


‘ 


*.. . if a druggist doesn’t have the good sense to 
conduct himself properly, his competitors will soon get 
his business. We believe that the same principle ap- 
plies to doctors and hospitals wherever they exist in 
adequate numbers. 

“Without this free competition for the favor of the 
public, the only alternative is to pass more laws and 
create more controls in a vain effort to control human 
nature. It can’t be done. Even in a police state, the 
people merely appear to be under control.” 


British Spirit Undermined 
After spending some time in Great Britain, Mr. 
McPherrin concluded that the British Health 
Service has greatly affected the spirit of the 
people in England: 


“ 


. . . | came home with new reverence for the faith 
of mankind that created America. It is my conclusion 
that there is no hope, peace of mind, or real security 
for anyone in the belief that “The State is my Shepherd; 
| shall not want.’ This is the real concept of the Wel 
fare State, and it has done something to the British 
spirit. Nothing, not even free health service, is more 
important to a nation than the spirit of. its people.” 


BRITAIN REPORTS INCREASED ILLNESS 


That the rise in reported illness in England is 
a result of more people taking advantage of gov- 
ernment medicine, is not the complete answer, ac- 
cording to a recent issue of the Christian Science 
Monitor. 


Britain reported that sickness among adults rose 
8 per cent and workdays lost through illness rose 
22 per cent. The workdays lost by young women 
climbed 32 per cent and by elderly women 41 
per cent, while the workdays lost by men went up 
8 to 9 per cent. The paper says: 


“Officials credit the growth of reported illness mainly 
to economic reasons—people now getting medical service 
who previously could not afford it. 

“But there are additional reasons. In the experience 
of European countries with compulsory sickness insur- 
ance it has long been observed that when workers are 
taxed for medical care they often claim it unnecessarily. 
That is the only way that many figure they can get some- 
thing back for their money. The situation encourages a 
flood of patients with minor illnesses for which they 
would not ordinarily seek medical attention. Some doc- 
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tors are consequently overworked to the point of hasty, 
careless diagnosis and treatment.” 


The newspaper also notes that other reasons 
for the increased reported illness are being soft- 
pedalled by the Fair Deal advocates : 


“It is also a standard part of the government insur- 
ance system to give weekly cash payments to claimants. 
The chance to stay at home and live for a while with 
the aid of state funds frequently militates against a 
speedy return to work. In many instances the cash bene- 
fits delay recovery. 

“The more workdays lost through illness, the smaller 
the production and the lower the general standard of 
living. 

“These and other disadvantages of a national system 
of government insurance for medical care are getting 
no publicity from the Truman administration. British 
experience, however, is bringing out some of the missing 
facts.” 


THE MINNESOTA STATE BOARD OF 
MEDICAL EXAMINERS 


230 Lowry Medical Arts Bldg., Saint Paul 2, Minnesota 
Julian F. DuBois, M.D., Secretary 


St. Paul Man Convicted of Illegal Possession of Heroin 
Re State of Minnesota vs. Horace O. Rae 


On December 15, 1950, Horace O. Rae, aged forty- 
one, 541 Rondo Avenue, St. Paul, Minnesota, was 
sentenced by the Hon. Robert V. Rensch, Judge of the 
District Court of Ramsey County, to a term of not to 
exceed five years in the State Reformatory at St. Cloud, 
following the defendant’s plea of guilty on November 
22, 1950, to an information charging him with'the illegal 
possession of heroin. Judge Rensch stayed the sentence 
and placed the defendant on probation; one of the con- 
ditions of probation being that the defendant be hospital- 
ized at the Willmar State Hospital for treatment for 
drug addiction. According to the records of the Will- 
mar State Hospital, Rae was admitted as a patient on 
December 15, 1950. ; 

Rae was arrested on November 8, 1950, by agents of 
the Federal Bureau of Narcotics and St. Paul police 
officers following an attempt by someone to obtain nar- 
cotic drugs on a fictitious prescription that was presented 
at a St. Paul drug store. The investigation led to the 
arrest of the defendant, Rae. Rae denied, in Court, that 
he presented the prescription. He did admit, however, 
the ownership of heroin found in his room. Rae stated 
to Police that he purchased the narcotic drugs in Chi- 
cazo two months previously for $175. The physician 
whose prescription blank was presented at the St. Paul 
drug store, denied that he had issued any such prescrip- 
tion to the defendant. He stated that a man resembling 
the defendant, had been at his office and that he had 
prescribed a non-narcotic preparation for the patient. 
He further stated that the patient indicated that a doc- 
tor in Ohio had prescribed dilaudid for him. The 
doctor, however, was unable to positively identify the 
defendant as the patient. 
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The Minnesota State Board of Medical Examiners 
wishes to again caution the medical profession against 
leaving prescription blanks in their office where they 
can be picked up by patients. Numerous cases of forged 
narcotic prescriptions have been uncovered by the Fed- 
eral Bureau of Narcotics because of such carelessness. 
This leads to the illegal obtaining of narcotic drugs and 
to much embarrassment for the medical profession in 
the investigations that follow. Likewise, the medical 
profession should pay little or no attention to represen- 
tations made by patients that some other doctor has 
prescribed a derivative of opium for the patient. This 
technique is uniformly followed by addicts who seek to 
obtain narcotic drugs. The Federal Bureau of Narcotics, 
for many years, has followed a policy of co-operating 
with the Minnesota State Board of Medical Examiners 
and the medical profession. In return, the Medical Board 
respectfully requests that the medical profession co-oper- 
ate with the Federal Bureau of Narcotics. 


St. Paul Woman Pleads Guilty to Violation of 
Basic Science Law 


Re State of Minnesota vs. Assunda Willner, also known 
as Sue Willner 


On January 5, 1951, Mrs. Assunda Willner, aged 
forty, 343 W. Central Avenue, Saint Paul, Minnesota, 
was sentenced by the Hon. Robert V. Rensch, Judge of 
the District Court of Ramsey County, to serve 60 days 
in the Ramsey County Jail for practicing healing without 
a basic science certificate. Mrs. Willner had entered a 


plea of guilty on December 13, 1950, the matter being 


deferred for sentence to January 5. 


Mrs. Willner was arrested following the filing of a 
complaint on November 21, 1950, charging her with the 
crime of abortion. The complaint alleged that the 
defendant performed an abortion on a 26-year-old un- 
married St. Paul woman on or about September 30, 
1950. According to a statement made to the St. Paul 
Police Department by the patient, $400 was paid to 
the defendant for the abortion. The patient also stated 
that the abortion was done by the defendant at the de- 
fendant’s home. Mrs. Willner denied that she performed 
the abortion and claimed that she simply took care of 
the patient after she had been aborted. 

The defendant has two previous convictions, one for 
the crime of abortion in 1947, and one for the crime 
of practicing healing without a basic science certificate 
in 1942. In the 1942 case the defendant was placed on 
probation, whereas, in the 1947 case, Mrs. Willner was 
placed on probation after serving sixty days in the 
Ramsey County Jail. The defendant holds no license to 
practice any form of healing. 2 


Minneapolis Woman Placed on Probation for Four Years 
in Abortion Case 


Re State of Minnesota vs. Elsie Mae Perreault 


On January 23, 1951, Mrs. Elsie Mae Perreault, forty- 
four years of age, 2317 Bloomington Avenue South, 
Minneapolis, was sentenced by the Hon. Levi M. Hall, 
Judge of the District Court of Hennepin County, to a 
term of not to exceed four years in the Women’s Re- 
formatory at Shakopee. Mrs. Perreault had entered a 
plea of guilty on January 2, 1951, to an information 


(Continued on Page 174) 
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In Memoriam 





EDWIN S. BROWN 


Dr. Edwin S. Brown of Minneapolis died December 9, 
1950 at the age of sixty-seven. 

Dr. Brown held a bachelor’s degree from the Uni- 
versity of Minnesota and was a graduate of Pennsylvania 
Medical School. For six years he was associated with 
the University of Minnesota Health Service and for the 
past eighteen years with the Commander-Larabee Milling 
Company. 

Dr. Brown is survived by his wife, Evelyn, and a 
son, Richard S. Brown, of Minneapolis. 


EDWIN B. DAUGHERTY 


Dr. E. B. Daugherty, for many years a specialist in 
tuberculosis in Saint Paul until his retirement fifteen 
years ago to his home at Marine-on-St. Croix, died 
December 22, 1950 at Fort Meyers, Florida. 
seventy-three years of age. 

Dr. Daugherty was born October 29, 1877. 

He graduated from the University of Minnesota Medi- 
cal School in 1904 and specialized in tuberculosis, hav- 
ing conducted the tuberculosis clinic of the City of Saint 
Paul over twenty-four years, first at the old Free Dis- 
pensary and later at the Wilder Dispensary. 

He married May Alness of Saint Paul, who survives 
him. He was a brother of the late Dr. Louis B. 
Daugherty of Saint Paul. A son, Edwin B., Jr., died of 
an acute heart attack while quail hunting in the south. 
He was serving in the army at the time, during World 
War II. 


le was 


WARREN WELSLEY DROUGHT 


Dr. W. W. Drought of Fergus Falls passed away 
November 6, 1950, at the age of eighty-eight. 

Dr. Drought was born March 4, 1862, in East Prairie, 
Minnesota, near Northfield. He graduated from the 
high school in Owatonna and attended Hamline Univer- 
sity. After working for the federal government in 
river and harbor inspection for some time, he attended 
the University of Minnesota medical school, from which 
he graduated in 1891. He took postgraduate work at 
the New York Graduate School Hospital in 1900, 1901 
and again in 1919. 

In 1892, Dr. Drought came to Fergus Falls to become 
associated with Dr. A. B. Cole in the practice of 
medicine. 

On August 23, 1899, Dr. Drought was married to 
Katherine L. Hovey. They were the parents of five 
children. Surviving are his wife and three daughters: 
Mrs. Kenneth Keane of Fergus Falls; Mrs. Frederick 
C. Markwardt of Crosby-Ironton; and Mrs. John A. 
Field of Wayzata. 

Dr. Drought served for many years as a member 
of. the State Board of Medical Examiners and was 
chairman of the Otter Tail County Sanatorium Board 
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until his death. He was a member of the Park Region 
County Medical Society, the Minnesota State Medical 
Association and the American Medical Association. 


KENNETH FRATER 


Dr. Kenneth Frater, a former fellow in surgery at 
the Mayo Foundation, died in Capetown, South Africa, 
in September, 1950. 

Dr. Frater was born at Zunder Paarl, South Africa, 
on February 5, 1897. He received the degree of M.B. 
Ch.B. in 1923 from the University of Capetown, South 
Africa. He served in the heavy artillery in France in 
World War I. He entered the Mayo Foundation in 
October, 1925 and left in 1928 with a degree of M-S. in 
Urology from the University of Minnesota. He prac- 
ticed urology in Capetown. His wife, Ethel Barrow 
Frater, was formerly a fellow in pathology at the Mayo 
Foundation. Her address is: Clent Sunnybrae Road, 
Rondebosch, Capetown, South Africa. 


MERLE R. HOON 


Dr. Merle R. Hoon of Pittsburgh, formerly a fellow in 
surgery at the Mayo Foundation, died August 31, 1950. 

Dr. Hoon was born April 3, 1892 at Mercer, Pennsyl- 
vania. He received the degree of B.A. in 1914 from 
Westminster College, New Wilmington, Pennsylvania, 
and M.D. in 1918 from the University of Pennsylvania. 
He received the degree of M.S. in Surgery from the 
University of Minnesota in 1922 and had 
surgery in Pittsburgh since 1923. 


practiced 


ASA M. JOHNSON 


Asa M. Johnson was born January 3, 1870, in North- 
field, Minnesota, and died from a cardiac infarction 
November 19, 1950, at St. Luke’s Hospital, Saint Paul, 
Minnesota. 

He received his medical degree from the Schol of 
Medicine, University of Minnesota in 1896 and _ there- 
after practiced medicine—a span of fifty-four years— 
in Saint Paul, Minnesota, until his death. 

On July 25, 1917, he married Hazel Perry. His wife 
and daughter, Mrs. Ellen Elwell, and three grand- 
children, Eleanor, Priscilla and Edwin III, survive him. 

Although devoting most of his time to general 
practice, he was fond: of obstetrics and he and his 
brother, Dr. Harland Johnson, conducted an extensive 
obstetric practice for many years. 

He was affiliated with St. Luke’s and St. Joseph’s 
Hospitals. He served faithfully on several committees 
of the Ramsey County Medical Society, attended fre- 
quently the meetings of the Minnesota Medical Associa- 
tion and the American Medical Association, of which 
organizations he was a loyal member and supporter. 

(Continued on Page 172) 
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In Bronchial Asthma... 
“Rectally, Aminophyllin may be given in a dosage of 7/2 


grains. . . . Rectal instillation of a suppository ... is of 
particular value in patients with inaccessible veins.” 


Halpin, L. J.: An Appraisal of Therapeutic 
Procedures in Bronchial Asthma, J. lowa M: Soc. 
39:468 (Oct.) 1949. 


SEARLE 
® 
AMINOPHYLLIN ~SUPPOSICONES 


500 mg. (7% grains) for rectal administration 


nonirritating to rectal mucosa... prompt disintegration 


... easily inserted and retained. 


Searle Aminophyllin is also available in ampuls, powder 


and tablets.** 


**Uncoated tablets of Searle Aminophyllin bear this identi- 


fying imprint—to assure your patients of unvarying quality. EMS) 


*Contains at least 80% of anhydrous theophylline. 


G. D. SEARLE & CO. © CHICAGO 80, ILLINOIS 


RESEARCH IN THE SERVICE OF MEDICINE S E A a L E 
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SMOOTHER MASc 
CONIZATION 


/ with the 
/ BIRTCHER 
BLENDTOME 


Frequent necessity of cervical repair 
suggests the practicality of having a BLEND- 
TOME ELECTROSURGICAL Unit in the office 
or clinic. With this instrument, the doctor is 
enabled to do a smoother cervical conization. The 
BLENDTOME cuts and coagulates simultane- 
ously with a blended current. Scar and other tis- 
sue is cut through quickly and easily; blood and 
lymph vessels are almost instantly sealed. The 
cleaner field results in reduced trauma and opera- 
tive shock, smoother convalescence and more 
rapid healing. 

The Birtcher BLENDTOME was designed for 
use in the doctor's office or private clinic. It pro- 
vides electrosurgery for all but the strictly major 
cases. There are many everyday uses for the 
BLENDTOME-any case indicating fast and 
sure cutting with simultaneous sealing off of 
blood and lymph vessels. 

Consider how much more you would be able 
to do with the ease, timesaving and effective- 
ness of a Birtcher 

BLENDTOME in 

your own office. 

Write for litera- 

ture. 


—— 
THE BIRTCHER CORPORATION 


To: The BIRTCHER Corp., Dept. MIN 2-51 
5087 Huntington Dr., Los Angeles 32, Calif. 


Please send me, by return mail, free brochure 
on the portable Blendtome Electrosurgical Unit. 


’ 
! 
| 
| 
| 
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| 
| 
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ASA M. JOHNSON 
(Continued from Page 170) 


In recognition of fifty years in the practice of 
medicine, the Minnesota State Medical Association 
presented him with a gold medal in 1946. 

He attended the St. John’s Episcopal Church and 
belonged to the Knights Templar, Osman Shrine and 
Summit Lodge. 

Dr. Asa M. Johnson will be missed for a long time 
not only by his family and colleagues but also by his 
many patients and friends. He possessed a pleasant 
personality, was blessed with common sense, used good 
judgment, and tolerated almost all the frailties of human 
nature except sloth and deceit. 

J. A. Lepax, MD. 


MARSHALL J. MELIUS 


Dr. M. J. Melius, a member of the Henry Clinic at 
Milaca, Minnesota, since August 7, 1950, was killed 
outright in an automobile accident November 22, 1950, 
while en route from Milaca to St. Charles. 

Dr. Melius was born December 25, 1924, in Quincy 
township, Minnesota, but had lived in St. Charles since 
the age of four. He attended Rochester Junior College 
and obtained his M.D. degree from the University of 
Minnesot in 1949. He interned at the County Hospital 
in Milwaukee for a year and took additional training at 
St. Joseph’s Hospital in Saint Paul. 

Dr. Melius is survived by his parents, Mr. and Mrs, 
John Melius of St. Charles. 


OSCAR OWRE 


Dr. Oscar Owre, who played such a prominent part 
in the development of urology in this region, died De- 
cember 21, 1950, at the age of seventy. 

Dr. Owre was born in Christiania, Norway, February 
13, 1880. He obtained his M.D. degree from Hamline 
University in 1903 and interned at Minneapolis General 
Hospital. He took postgraduate work in Vienna and spe- 
cialized in urology. He had been a Fellow of the Ameri- 
can Urological Association since 1912 and of the Ameri- 
can College of Surgeons, and had been qualified by the 
American Board of Urology on its organization. He had 
been Chief of the Urological Department of the Minne- 
apolis General Hospital, former Chief of Staff at Swed- 
ish and Norwegian Deaconess Hospitals and Staff urol- 
ogist at Northwestern, Abbott and St. Mary’s Hospitals 
and Consulting’ Surgeon to the Northern Pacific Hospi- 
tal and Glen Lake Sanatorium. He had been Clinical 
Assistant Professor of Surgery (Urology) at the Uni- 
versity of Minnesota Medical School. He was the first 
president of the Twin City Urological Society, and a 
member of Hennepin County Medical Society, Minnesota 
State Medical Association, American Medical Associa- 
tion, and Minnesota Academy of Medicine. He was also a 
member of the Minneapolis Club, and Alpha Kappa Kap- 
pa and Theta Chi fraternitics 

Dr. Owre married Katherine Riis, who survives him 
along with two sons: Jacob Riis Owre, Dean of the 


(Continued on Page 174) 
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“, . . the minds of men, , .“ 


In treating the disorders that exist in the minds of men, 
psychiatric nursing plays a vital role. Proper care can 
be given patients only by properly trained psychiatric 
nurses. 


In view of the present shortage of such trained nurses, 
and the desperate need for them, the Glenwood Hills 
Hospitals School of Nursing, Neurology and Psychiatry 
is appealing to you physicians for aid in solving this 
problem. 


By sending us the name of a promising nursing candi- 
date in your community—a girl aged seventeen or 
over, with a high school education-—--you will be doing 
your part to alleviate this critical nursing shortage. 


Our one-year course in psychiatric nursing is tuition- 
free. Our graduates have an excellent professional 
career before them. 


Please send the name of a potential nursing recruit to 


GLENWOOD H.LLS HOSPITALS 
9501 GOLDEN VALLEY ROAD 
MINNEAPOLIS 22, MINNESOTA 














IN MEMORIAM 






SALES GROUP /“” MANUFACTURE 





DISTRIBUTION 


PHYSICIAN 


SERVICE 











PUBLIC 








It is our indi- 

vidual responsi- 
bility to prevent 
weakening of any link 
or the chain’s anchor of 
FREEDOM. 









PAUL B. ELDER COMPANY 
PHARMACEUTICAL MANUFACTURERS 
BRYAN, OHIO 
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| OSCAR OWRE 


(Continued from Page 172) 


| Graduate School of the University of Miami in Florida, 
| and Oscar T. Owre, a graduate student at the University 
| of Michigan. 


CLARENCE WILBUR TAYLOR 


Dr. Clarence W. Taylor of Duluth died December 15, 
1950 following a long illness. 

Dr. Taylor was born in Somerset. Center, Michigan, 
October 19, 1874. While a boy he moved to Duluth with 
his parents and attended Central High School in Duluth. 
He obtained his medical degree from Northwestern 
Medical School, Chicago, in 1900 and practiced at Two 
Harbors, Minnesota, in 1900 and 1901 before opening an 
office in Duluth. 

Dr. Taylor had been assistant city health officer for 
the past thirty-eight years and acted as epidemiologist 
for Duluth. 

He married Lulu Davis who with a son, Richard, 
survives him. He is also survived by his mother, Mrs. 
Asher Taylor of Duluth, two brothers, Lyman of Wil- 
loughby, Ohio, and Asher of Saint Paul and a sister, 
Mrs. Arthur Hanford of Duluth. 

Dr. Taylor was a member of the Methodist Church, 
the Glen Avon Masonic Lodge, the Duluth Scottish Rite 


| bodies and the St. Louis County Medical Society, the 


Minnesota State and the American Medical Associations. 


MINNESOTA STATE BOARD OF 
MEDICAL EXAMINERS 


(Continued from Page 169) 


charging her with the crime of abortion, and a previous 
conviction for a similar offense. Because of the fact 
that the defendant suffers from diabetes and is under 
treatment, Judge Hall placed the defendant on probation 
for a period of four years. Judge Hall told the defend- 
ant that not even her illness would prevent her going to 
the Women’s Reformatory if she violates the law in any 
manner during the next four years. 

Mrs. Perreault was arrested on December 7, 1950, fol- 
lowing an investigation by the Minneapolis Police De- 
partment and the Minnesota State Board of Medical 
Examiners. That investigation disclosed that Mrs. Per- 
reault had performed two criminal abortions on No- 
vember 19, 1950. The abortions were performed at the 
home of the defendant by use of elm bark. Mrs. Per- 
reault did not ask for any money for performing the 
abortions and was not paid any money. The defendant 
has a prior conviction for a similar offense, having plead- 
ed guilty on December 30, 1948, to an information charg- 
ing her with the crime of abortion and having been 
sentenced on January 17, 1949, for that offense. Mrs. 
Perreault has no license to practice any form of healing 
in the State of Minnesota. 
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225 Sheridan Road Medical Director 











North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, MLS., M.D. 
Phone Winnetka 6-0211 














Refresh...add zest 





to the hour 


Pan wg 


REG. US. PAT. OFF. 
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+ Reports and Announcements +¢ 





AMERICAN ACADEMY OF 
GENERAL PRACTICE 

An outstanding program is being offered to those who 
will attend the annual assembly of the American Acad- 
emy of General Practice at the Civic Auditorium, San 
Francisco, March 19 to 22. 

An effort has been made to have the scientific pro- 
gram different from the usual in that it will deal with 
problems peculiar to general practitioners as family phy- 
sicians, with emphasis on family problems and psy- 
chosomatic disorders. Approximately half the scientific 
exhibits will relate to and supplement the formal teach- 
ing periods. The program contains the names of out- 
standing authorities from the country. at large, and the 
titles are well chosen. 

All members of the AMA are invited to attend. There 
is no registration fee for members: nonmembers are 
required to pay $5. Residents, interns, medical students 
and nurses will be admitted without charge upon presen- 
tation of credentials. AMA members engaged in gen- 
eral practice are invited to apply for Academy member- 
ship. Further details may be obtained from the head- 
quarters of the American Academy of General Prac- 
tice, Broadway at 34th Street, Kansas City, Missouri. 
Some will want to obtain information in regard to the 
AAGP Hawaiian Holiday by sea and air, to follow the 
meeting. 


AMERICAN CONGRESS OF PHYSICAL MEDICINE 

The American Congress of Physical Medicine will 
hold its twenty-ninth annual scientific and clinical session 
September 4, 5, 6, 7 and 8, at the Shirley-Savoy Hotel, 
Denver, Colorado. Scientific and clinical sessions will be 
given on the days of September 4, 5, 6, 7 and 8. All ses- 
sions will be open to physicians and other professional 
personnel. In addition to the scientific sessions, the an- 
nual instruction seminars will be held September 4, 5, 
6, and 7. These seminars will be offered in two groups. 
One set of ten lectures will consist of basic subjects 
and attendance will be limited to physicians. One set of 
ten lectures will be more general in character and will 
be open to physicians as well as to therapists, who are 
registered with the American Registry of Physical 
Therapists or the American Occupational Therapy As- 
sociation, Full information may be obtained by writing 
to the American Congress of Physical Medicine, 30 
North Michigan Avenue, Chicago 2, Illinois. 


CHICAGO MEDICAL SOCIETY 
CLINICAL CONFERENCE 


The Chicago Medical Society’s annual clinical con- 
ference will be held at the Palmer House, Chicago, 
March 6 to 9. The scientific program this year will 
cover a wide variety of subjects, including ACTH and 
cortisone, skin diseases, fractures, obstetrics, blood 
banks, x-ray and laboratory tests. 

Registration fee is $5. Hotel reservations should be 
made directly to the Palmer House. 
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COURSE IN DISEASES OF THE CHEST 

The fourth annual Postgraduate Course in Diseases of 
the Chest, sponsored by the American College of Chest 
Physicians, Pennsylvania Chapter and the Laennec So- 
ciety of Philadelphia, will be presented at the Hotel 
Warwick, Philadelphia, Pennsylvania, March 26 to 30. 

This course will emphasize the recent developments in 
all aspects of the diagnosis and treatment of chest dis- 
ease. The course is open to all physicians; however, the 
number of registrants will be limited. The tuition fee is 
$50, and applications will be accepted in the order in 
which they are received. Applications should be sent to 
the American College of Chest Physicians, 500 North 
Dearborn Street, Chicago 10, Illinois. 


NATIONAL GASTROENTEROLOGICAL 
ASSOCIATION 1951 AWARD CONTEST 


The National Gastroenicrological Association an- 
nounces its annual Cash Prize Award Contest for 1951. 
One hundred dollars and a certificate of merit will be 
given for the best unpublished contribution on gastro- 
enterology or allied subjects. Certificates will also be 
awarded those physicians whose contributions are 
deemed worthy. 

Contestants residing in the United States must be 
members of the American Medical Association. Those 
residing in foreign countries must be members of a 
similar organization in their own country. The win- 
ning contribution will be selected by a board of impartial 
judges, and the award is to be made at the annual 
convention banquet of the National Gastroenterological 
Association in September, 1951. 

Certificates awarded to other physicians will be mailed 
to them. The decision of the judges will be final. The 
Association reserves the exclusive right of publishing the 
winning contribution, and those receiving Certificates of 
Merit, in its Official Publication, The Review of Gastro- 
enterology. 

All entries for the 1951 prize should be limited to 
5,000 words, be typewritten in English, prepared in manu- 
script form, submitted in five copies accompanied by an 
entry letter, and must be received not later than June 1, 
1951. Entries should be addressed to the National 
Gastroenterological Association, 1819 Broadway, New 
York 23, N. Y. 


CANCER FILM AVAILABLE 

The availability of a new medical motion picture en- 
titled “Gastrointestinal Cancer: The Problem of Early 
Diagnosis” has been announced by Dr. Arthur H. Wells 
of Duluth, president, Minnesota Division, American 
Cancer Society. Produced jointly by the American Can- 
cer Society and the National Cancer Institute, this 
new film is the latest in a distinguished series of lay 
and professional films first released in 1949, 

Dr. Wells pointed out that digestive system cancers 
account for more than one-fourth of all cancers, and 
cause about one-half of all cancer deaths. In the 
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REPORTS AND ANNOUNCEMENTS 





The Stability 


One characteristic usually associated with a 
bond is that it has an established rate of in- 
terest; the investor therefore can compute the 
annual income he may expect from the date 
of purchase to the date of final maturity. A 
bond, like a note or mortgage, is a promise 
to pay a stipulated amount at a designated 
future date with interest to accrue in the 
meantime. This provides STABILITY OF 
INCOME —once a sound investment is made 
the annual income is fixed and is not altered 
by changing economic conditions or market 
fluctuations. 


During the past several years, however, this 
STABILITY OF INCOME has been im- 
paired by increasing Federal income taxes. 


The income that invested savings earn, when 


OF INCOME 


subject to such taxes, does not enjoy complete 
STABILITY OF INCOME since a change 
in the tax rate requires an adjustment in ac- 
tual “spendable” income received—if taxes 
rise the effective income is reduced. 


Because the income from Municipal Bonds is 
exempt from present Federal income taxes, 
Municipal Bonds enjoy a STABILITY OF 
INCOME not available to investments hav- 


ing taxable income. 


We invite you to investigate the advisability 
of placing your savings in Municipal Bonds, 
one of the oldest and most widely ‘employed 
means of investment, and we suggest you 
write for a copy of our free pamphlet and an 
example of Municipal Bonds currently avail- 


able for your investment funds. 





TELEPHONES 
St. Paul: Cedar 8407, 8408 
Minneapolis: Nestor 6886 





JURAN & MOODY 


MUNICIPAL SECURITIES EXCLUSIVELY 


GROUND FLOOR 
Minnesota Mutual Life Bldg. 
St. Paul 1, Minnesota 








United States, each year, they cause the death of about 
47,000 men and 38,000 women. 

It is pointed out that this motion picture has been 
designed to teach that only the physician’s high index of 
early suspicion followed by an accurate diagnosis makes 
possible the effective treatment of the cancer patient. 

The American Cancer Society points out that this film, 
like its predecessors, uses sound, color and animation to 
underscore the importance of early diagnosis and treat- 
ment. The picture is rich in clinical material. One of 
the high spots is the camera’s record of what can be 
seen through the proctoscope and the gastroscope. Both 
normal and abnormal conditions are shown. 

The film stresses the theme “Early gastric cancer is 
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probably more difficult to discover than early cancer in 
any other body site.” The five sites of gastrointestinal 
cancer discussed are esophagus, stomach, small intes- 
tine, large intestine and rectum. 

The x-ray series, the narrator concludes as the film 
closes, is “the physician’s most reliable diagnostic pro- 
cedure in the search for gastrointestinal cancer—a pro- 
cedure which may bring to light an early cancer located 
anywhere in the gastrointestinal tract—an early cancer 
and a curable cancer.” 

The film ends on the theme of previous films in this 
series: “Only the physician’s high index of early suspi- 
cion, followed by accurate diagnosis, makes possible the 
effective treatment of the cancer patient.” 
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AT YOUR CONVENIENCE, 
DOCTOR 


you are cordially invited to visit our new 
and modern prescription pharmacy located on 
the street floor of the Foshay Tower, 100 South 
Ninth Street. 


With our expanded facilities we will be able 
to increase and extend the service we have 
been privileged to perform for the medical pro- 
fession over the past years. 





Exclusive Prescription Pharmacy 





Biologicals Pharmaceuticals Dressings 
Surgical Instruments Rubber Sundries 


JOSEPH E. DAHL CO. 


(Two Locations) 
100 South Ninth Street, LaSalle Medical Bldg. 
ATlantic 5445 Minneapolis 




















ACCIDENT + HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
DENTISTS 








Att ALL 


COME FROM 








$5,000.00 accidental death................ $8.00 

$25.00 weekly indemnity, accident Quarterly 
and sickness 

$10,000.00 accidental death.............. $16.00 

$50.00 weekly indemnity, accident Quarterly 
and sickness 

$15,000.00 accidental death............ $24.00 

$75.00 weekly indemnity, accident Quarterly 
and sickness 

$20,000.00 accidental death............ $32.00 

$100.00 weekly indemnity, accident Quarterly 


and ‘sickness 
Cost has never exceeded amounts shown. 
ALSO HOSPITAL POLICIES FOR EPSESERS 
WIVES AND CHILDREN AT SMAL 
ADDITIONAL COST 





85c out of each $1.00 gross income used for 


members’ benefits 
$4,000,000.00 $17,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members. 
Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
49 years under the same management 
400 First National Bank Bldg., Omaha 2, Nebr. 
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Dr. Wells pointed out that this film is available io 
professional groups and advanced medical studenis 
without charge by writing the Cancer Society’s Minne- 
sota Division office, 622 Commerce Building, Saint Paul 
1. Accompanying the showing of the film are copies 
of a summary of the film for distribution to all those 
seeing it. 


POSTGRADUATE ASSEMBLY OF THE 
COLLEGE OF MEDICAL EVANGELISTS 


The postgraduate assembly sponsored by the Alumni 
Association of the College of Medical Evangelists in Los 
Angeles will be held at the Biltmore Hotel, Los An- 
geles, on March 11 to 16. 

The six-day convention is especially geared to the 
needs of the general practitioner. Last year more than 
1,000 doctors from California alone attended. Faculty 
members from the medical schools of the western states 
and from some midwest schools will present the sci- 
entific program. 

Three days will be devoted to scientific papers, exhibits 
and motion pictures; three to practical, special courses 
in the various specialties, to be given on the campus of 
the College of Medical Evangelists in Los Angeles. The 
registration fee for the convention is $10, and for the 
special courses, $15. 

Further information may be obtained from Dr. Jerry 
L. Pettis, Managing Director, White Memorial Hospital, 
312 North Boyle Avenue, Los Angeles 33, California. 


POSTGRADUATE COURSE IN 
PULMONARY DISEASES 


A postgraduate course in pulmonary diseases, spon- 
sored by the American Trudeau Society in co-operation 
with the Marquette University School of Medicine, will 
be held in Milwaukee, March 26 to 31. The course is 
intended for physicians who have a special interest and 
training in pulmonary diseases and who reside in the 
north central states. Sessions will be held at Marquette 
University School of Medicine in Milwaukee. 

The registration fee is $50, and physicians who are in- 
terested should write to the Scholarship Committee, 
Wisconsin Anti-Tuberculosis Association, 1018 North 
Jefferson Street, Milwaukee 2, Wisconsin. 


TEACHING SEMINAR IN PROCTOLOGY 

The International Academy of Proctology will pre- 
sent its first teaching seminar on proctologic subjects, 
including the more recent developments, in the form of 
a symposium and round-table discussion. 

The session will be held in New York City, April 7. 

Registration for the seminar will be limited in number 
and open to licensed physicians who are members of 
the American Medical Association; State or County 
Medical Associations and graduates of an approved 
medical school. Admission to the seminar will be by 
card only. Preference in registration will be given to 
those affiliated with the International Academy of 
Proctology. 

For registration or further information communicate 
with Dr. William Lieterman, Chairman, Seminar Com- 
mittee, International Academy of Proctology, 1819 
Broadway, New York 23, N. Y. 
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$25.00 


901 MARQUETTE AVENUE 








C. F. ANDERSON CO.., Inc. 


Surgical and Hospital Equipment 


A DISTINGUISHED BAG 
with a Distinguishing feature 
“OPN-FLAP” 


HYGEIA 
MEDICAL BAGS 


... it holds % more! 


The famous patented “OPN-FLAP” feature, de- 
signed with the advice of physicians, permits 
opening of Hygeia Bag to the full length and 
width of top, thus allowing %4 more space 
for packing. Hygeia is the only medical bag that 
can be packed to the very top and easily zipped 
closed without crushing or jamming the con- 
tents. Made of the finest top grain leathers by 
luggage craftsmen, the “OPN-FLAP” Hygeia 
Medical Bag is preferred by doctors everywhere. 





/ 
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CONTINUATION COURSES 


Fractures and the Surgery of Trauma.—A course in 
fractures and the surgery of trauma will be presented 
for general physicians and surgeons at the Center for 
Continuation Study by the University of Minnesota 
March 1 to 3. Dr. Carl E. Badgley, professor of surgery 
in charge of orthopedic surgery, University of Michigan, 
will be the visiting faculty member for the course and 
will also present the annual Clarence M. Jackson Lecture 
sponsored by the Phi Beta Pi Medical Fraternity. The 
subject of the Jackson Lecture will be, “Fractures About 
the Hip—Early and Late Therapy.” All interested physi- 
cians are invited to attend this lecture. 


Pediatrics for General Physicians —The University of 
Minnesota announces a continuation course in pediatrics 
to be presented March 26 to 28 at the Center for Con- 
tinuation Study. The course is intended for general 
physicians and will be devoted to the fields of infectious 
diseases and common orthopedic problems in infants and 
children. Visiting faculty members for the course will 
be Dr. Ralph V. Platou, professor and head of the De- 
partment of Pediatrics, Tulane University of Louisiana, 
New Orleans, and Dr. William L. Bradford, Associate 
Professor of Pediatrics, University of Rochester, New 
York. 


Diseases of the Blood in Infancy and Childhood.— 
Doctors William Dameshek, professor of clinical medi- 
cine, Tufts University School of Medicine, Boston, 
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Massachusetts ; Clement A. Finch, associate professor of 
medicine, University of Washington School of Medicine, 
Seattle, Washington, and Robert W. Heinle, associate 
professor of medicine, Western Reserve University 
School of Medicine, Cleveland, Ohio, will participate in a 
continuation course on diseases of the blood in: infancy 


and childhood, to be presented at the Center for Con- 


tinuation Study, April 16 to 18. The course is given 
under the direction of Doctors Irvine McQuarrie and 
Charles D. May, Department of Pediatrics, University 
of Minnesota. 


JOHN W. BELL TUBERCULOSIS LECTURE 


Dr. David T. Smith, president of the National Tuber- 
culosis Association, will present the sixteenth annual 
John W. Bell Tuberculosis Lecture before members of 
the Hennepin County Medical Society on March 5 at 
8:00 p. m. His subject will be “Extra-pulmonary Tu- 
berculosis.” 

The lecture will be given in the auditorium of the 
North American Life and Casualty Building. 

Dr. Smith is a professor of bacteriology and associate 
professor of medicine in the School of Medicine of 
Duke University, Durham, N. C. He is the author of 
many articles on pulmonary infections, brucellosis, tula- 
remia and immunology. 

The John W. Bell Tuberculosis Lectureship was es- 
tablished in the Hennepin County Medical Society by 
the Hennepin County Tuberculosis Association in 1934. 
It honors the late Dr. Bell, internist, teacher and con- 
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Professional Protection 


Exclusively 


since 1899 


MINNEAPOLIS Office: 
Stanley J. Werner, Rep. 
5026 Third Avenue South 
Telephone Pleasant 8463 


If no answer, call Fillmore 1411 














COMPLETE 
Sabouatow. Sorwice 


Deep X-Ray Therapy 
Roentgen Diagnosis 
Radium Treatment 
Radium Rentals 
Clinical Biochemistry 
Clinical Pathology 
Tissue Examination 
Clinical Bacteriology 
Interpretation of YOUR E.K.G. records 


Toxicological Examinations 


MURPHY LABORATORIES 


—Est. 1919 
Minneapolis: 612 Wesley Temple Bldg., At. 4786 
St. Paul: 348 Hamm Bldg... Ce. 7125 
If no answer call: 222 Exeter Pl., Ne. 1291 
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sultant, who practiced medicine in Minneapolis for 
fifty-one years. 

A joint committee of the Medical Society and tlic 
Tuberculosis Association select the speaker and thie 
subject for each lectureship. Members of the 1951 Bell 
Lecture Committee are Doctors Charles E. Merkert, 
Thomas Lowry, C. R. Wall, and Gaylord Anderson, 
representing the medical society; and Doctors E, P. k. 
Fenger, Robert J. Tenner and Stewart C. Thomson, the 
tuberculosis association. 


POSTGRADUATE SEMINARS IN MINNESOTA 

The Minnesota State Medical Association and the 
University of Minnesota Medical School will present a 
second series of regional postgraduate seminars for 
physicians beginning the week of March 19. 

Each postgraduate course or seminar series will con- 
sist of eight weekly evening meetings, each of approxi- 
mately two hours’ duration. Clinical and full-time mem- 
bers of the faculty of the Medical School and the Mayo 
Foundation in Rochester will participate in these courses 
which will emphasize diagnosis and management of those 
conditions most important to the practicing physician. 

The titles of the courses and the Minnesota cities in 
which each will be presented are as follows: 


CE RE me St. Cloud 
PASCIVOCATGIOREADRY: .. .oiciccccccicccncncsese Mankato 
Fractures and Traumatic Surgery........ Rochester 
RN oo caret Cane cna wae Alexandria 
ESE Ey IERIE PIE EMER ALOE Bemidji 
ON orncecre sico-aebacimencwebeadion been ..Duluth 


Tuition for the courses will be $25. 

In addition, the Minnesota State Medical Association 
and the University of Minnesota Medical School will 
again participate along with the Minnesota Department of 
Health, the Minnesota Cancer Society, and the Minne- 
sota Heart Association in presenting postgraduate semi- 
nars in cancer, cardiovascular diseases, and psychosomatic 
medicine for physicians in the areas surrounding Slayton 
and Albert Lea. There is no tuition fee for these semi- 
nars, since they are given with the financial support of 
the Minnesota Department of Health Cancer and Heart 
Disease Control Divisions. 


SAINT PAUL SURGICAL SOCIETY 

The Saint Paul Surgical Society held a dinner meet- 
ing at the Minnesota Club, Saint Paul, on the evening of 
January 17 in honor of Dr. Owen H. Wangensteen and 
his development of intestinal decompression over the 
past twenty years. Over 200 members and their guests 
attended. 

Dr. Alfred Blalock, chief surgeon of Johns Hopkins 
Medical School, was the guest speaker and discussed 
the subject of cardiac surgery, of which he has been one 
of the pioneers. His address included a color motion pic- 
ture of his operation of commisurotomy for mitral 
stenosis. 

Following his address, he paid tribute to Dr. Wangen- 
steen and his outstanding work at the University of 
Minnesota Medical School, and he emphasized the bene- 
fits to patients in the relief of pain and avoidance of 
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The Birches Sanitarium, Inc. 


A hospital for the care and treatment of 
Nervous and Mental disorders. 
ful environment. 
Recreational and occupational therapy. 


Attending Psychiatrists 
Dr. L. R. Gowan 
Dr. J. E. Haavik 


2391 Woodland Avenue 
Duluth 3, Minnesota 


Quiet, cheer- 
Specially trained personnel. 


Dr. L. R. Gowan, M.D., M.S., Medical Director 


Dr. C. M. Jessico 
Dr. L. E. Schneider 














operation resulting from the intestinal decompression 
procedure. He took advantage of the occasion to pre- 
sent Dr. Wangensteen with a colored reproduction of a 
painting of Dr. William Stewart Halstead of Johns 
Hopkins. In a lighter vein he also presented him with 
a photograph of himself fitted with a nasal tube in action 
and with inscribed words suggested by the poet Ogden 
Nash: “May I find my final rest in Owen Wangensteen’s 
intestine, knowing that his masterly suction will assure 
my resurrection.” We trust that Mr. Nash will not ob- 
ject to the repetition of his hastily thought-up legend. 


BLUE EARTH COUNTY SOCIETY 


At a meeting of the Blue Earth County Medical So- 
ciety in Mankato on December 18, Dr. M. I. Howard 
was elected president of the organization. Other offi- 
cers elected include Dr. Benjamin Geurs, vice president, 
and Dr. William Chalgren, secretary-treasurer. All of- 
ficers are from Mankato. 


BLUE EARTH VALLEY SOCIETY 


Dr. E. E. Zemke, Fairmont, was named president of 
the Blue Earth Valley Medical Society at a meeting of 
the group late in November. The society includes physi- 
cians of Martin and Faribault Counties. Also named to 
office were Dr. George Drexler, Blue Earth, vice presi- 
dent, and Dr. Herbert Boysen, Madelia, re-elected secre- 
tary-treasurer. 
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REST HOSPITAL 


2527 Second Avenue South, Minneapolis 


A quiet, ethical hospital with therapeutic facilities 
for the diagnosis and treatment of nervous and 
mental disorders. Invites co-operation of all repu- 
table physicians. Electroencephalography avail- 
able. 


PSYCHIATRISTS IN CHARGE 


Dr. Hewitt B. Hannah 
Dr. Andrew J. Leemhuis. 








Guest speaker at the meeting was Dr. Edmund Flink, 
of the University of Minnesota, who discussed cortisone. 


RED RIVER VALLEY SOCIETY 


At the annual business meeting of the Red River 
Valley Medical Society in Crookston on: December 19, 
Dr. Lester N. Dale, Red Lake Falls, was elected presi- 
dent of the group for 1951. Dr. Adrian R. Jensen 
Crookston, was named vice president, and Dr. R. O. 
Sather, Crookston, was re-elected secretary-treasurer. 

Two new members were received into the society: 
Dr. Alan McKaig, Red Lake Falls, and Dr. Dan 
Valenti, Thief River Falls. 


SAINT LOUIS COUNTY SOCIETY 


Members of the St. Louis County Medical Society at 
a meeting in Duluth on December 14 named Dr. P. F. 
Eckman, Duluth, president-elect of the organization. At 
the meeting Dr. O. L. McHaffie, Duluth, took over as 
president for 1951. 

The society, which elects officers a year in advance, 

also named to office Dr. F. R. Kotchevar, Eveleth, vice 
president, and Dr. R. H. LaBree, Duluth, secretary- 
treasurer. 
’ Principal speaker at the meeting was Dr. Harold S. 
Diehl, dean of medical sciences at the University of 
Minnesota, who presented his observations during a re- 
cent survey of the British medical system. 
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1909 .... 1951 


Physiotherapy for the relief 
of Arthritis and related con- 
ditions. Complete physical 
examinations and laboratory 
procedures given every pa- 
tient. Roy T. Pearson, 
M.D., Medical Director. B. 
F. Pearson, M.D., associate. 
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Woman’s Auxiliary 





RED RIVER VALLEY 
AUXILIARY MEETS 


The December meeting of the Red River Valley 
Medical Auxiliary was held at the home of Dr. and 
Mrs. Martin Janssen, Crookston. The meeting followed 
a joint dinner meeting with the Red River Valley Medi- 
cal Society at the Crookston hotel. 

Auxiliary members remained after the dinner to hear 
an address by F. Manley Brist, St. Paul attorney. 

Mrs. J. F. Norman, Crookston, presented a report oa 
public relations, followed by a report on the TB essay 
contest by Mrs. C. L. Oppegaard, president. The maga- 
zine subscription contest report was given by Mrs. 
Martin Janssen. Mrs. C. G. Uhley and Mrs. O. G. Behr 
were appointed on the nominating committee for the 
coming year. 


CHAIRMAN REPORTS 
SUBSCRIPTION INCREASE 
Mrs. P. S. Rudie 

The Bulletin chairman reports a decided increase in 
subscriptions to the Auxiliary textbook, but not nearly 
enough. This valuable textbook or manual should be in 
the possession of every active working auxiliary mem- 
ber. 

Send in a subscription today. 


HENNEPIN COUNTY 
PLANS BUSY YEAR 


Mrs. Virgil J. Schwartz, President 

The Woman’s Auxiliary to the Hennepin County 
Medical Society opened the calendar year with a tea at 
the home of Mrs. Clyde Cabot, October 6, 1950, com- 
memorating its fortieth anniversary. Honor guests were 
Mrs. Walter Judd, Washington, D. C.; Mrs. Harold 
Wahlquist, President-Elect, Woman’s Auxiliary to the 
American Medical Association; and fifty-eight new 
members. 

Mrs. Robert P. Caron entertained the auxiliary mem- 
bers at a dessert luncheon on November 3, 1950. At 
this meeting a memorial was held for the President- 
Emeritus, Mrs. W. J. Byrnes, who died October 21, 
1950. She was the first president of Hennepin county 
auxiliary, and was an active member throughout the 
years. On November 8, 1950, under the direction of 
Mrs. Henry Quist, Sr., members assisted in assembling 
the Christmas Seal letters for the Hennepin County 
Tuberculosis Association. Thursday and Friday, No- 
vember 9 and 10, 1950 were devoted to the sale of 
articles made by Glen Lake patients at the sanatorium. 
The sale netted $2,700, the proceeds going to the pa- 
tients. Mrs. Frank T. Cavanor and Mrs. F. H. K. 
Schaaf acted as chairmen. 

The December 1 meeting was held at General Hospital, 
where an interesting musical program, including the 
Nurses’ Choir of General Hospital, was presented. 

On January 5, 1951, the New Year’s luncheon was held 
at the clubhouse of the American Association of Uni- 
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WOMAN’S AUXILIARY 


versity Women. The regular formal program followed, 
featuring a talk on the history of music by Mr. Wilbur 
F. Swanson, formerly professor of music at Gustavus 
Adolphus College. 


CHAIRMAN URGES 
MORE SUBSCRIPTIONS 
Mrs. O. M. Heiberg 

The slogan for this year is “Todays Health in every 
doctor’s office—every AMA member a subscriber.” It is 
important that each member follow through and be 
personally responsible for finding out if Today's Health 
is in her doctor-husband’s office. The magazine is ex- 
cellent as a gift subscription to a friend, or it could be 
placed in a public gathering place such as a train depot, 
beauty shop or barber shop. 

This subscription drive is the responsibility of each 
auxiliary member. Promotion of the sale of this peri- 
odical has been urged by the National auxiliary. Mem- 
bers should become familiar with Today's Health. 
Subscriptions can be sent to the county Today’s Health 
chairman or to Mrs. O. M. Heiberg, 604 Lake Avenue, 
Worthington, Minnesota. 


PERIPHERAL NEURITIS 


(Continued from Page 147) 


pears to develop when there is a greatly increased 
spinal fluid pressure. 


Summary 


Two cases of generalized peripheral neuritis 
secondary to polycythemia vera have been des- 
cribed. Although the complaints of numbness 
and tingling in the extremities are frequent in 
polycythemia, the occurrence of objective periph- 
eral neuritis is rare. Other neuropsychiatric 
complications in polycythemia vera are frequent. 
Many vague and nonfocal neurological symptoms 
occur. Focal neurological lesions are less common 
but of more serious nature and are usually due to 
vascular thromboses. Certain features of polycy- 
themia which may easily lead to errors in diag- 
nosis are emphasized. 
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Erg. d. Inn. Med. 


A recent report shows that Minnesota is the nation’s 
No. 3 state for longevity. Since 1920, twenty years have 
been added to male expectancy and thirteen years to 
female expectancy. Key factors in the longer life span 
are wonder drugs, preventive medicine, improved treat- 
ment and a higher standard of living—Christmas Seal 
Health Release. 


183 








+ Of General Interest + 





The Diabetes Detection Survey undertaken during 
the week of November 12, 1950, was particularly suc- 
cessful in Minneapolis. During the week 24,346 speci- 
mens of urine were deposited at conveniently located 
drug stores and were tested at the City Health De- 
partment’s laboratory. Of this number, 534 were re- 
ported positive, and the individuals concerned were 
notified and advised to consult their family physi- 
cians. It was reported by 139 physicians that the 
survey was instrumental in discovering forty-six 
previously unknown diabetics and thirty-five others 
who already knew of the existence of diabetes. 

: «2 

Dr. Paul Klemperer, of Mt. Sinai Hospital, New 
York, will deliver the annual Phi Delta Epsilon Lec- 
ture at the Museum of Natural History, University 
of Minnesota, at 8:15 p.m. on April 5. His subject 
will be “The Concept of Collagen Diseases.” 

* * * 

Dr. Paul J. Keith, formerly of Saint Paul, joined 
the staff of the Henry Clinic in Milaca on December 
18. A graduate of the University of Minnesota Med- 
ical School, Dr. Keith served his internship at the 
Denver General Hospital, Denver, Colorado. 

ses 

Sister Elizabeth Kenny sailed for England on the 
Queen Mary on December 16. After holding final 
conferences with Kenny Foundation workers in Eng- 
land, Czechoslovakia, Germany, Belgium, Ireland and 
France, she planned to sail for her native Australia 
on January 4. 

x * * 

Medical experts from California and Denmark de- 
livered three special lectures at the University of 
Minnesota during January and February. 

Dr. Johannes ‘Clemmesen, director of the Danish 
Cancer Registry and professor of pathology at the 
University of Copenhagen, Denmark, presented the 
George Chase Christian Lecture in cancer research 
on January 18. He spoke on “Research in Human 
Cancer, Problems and Results.” 

Dr. Horace W. Mogoun, professor of anatomy at 
the new school of medicine at the University of Cali- 
fornia at Los Angeles, discussed “Wakefulness and 
Sleep” when he presented the annual J. B. Johnston 
Lecture in neurology on January 30. 

Dr. Emil Holman, professor in surgery at Stanford 
University, gave the eighteenth annual E. Starr Judd 
Lecture in surgery on February 15. His topic was 
“Surgical Treatment of Constrictive Pericarditis.” 

eae 

Dr. L. R. Lima, of Montevideo, attended a clinical 
chemistry course at the University of Minnesota on 
December 7, 8 and 9. 

* * * 

It was announced late in December that Dr. Harris 
T. Hinderacker would open offices for the practice 
of medicine in Bird Island during the first week of 
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January. A graduate of Northwestern University, 
Dr. Hinderacker served his internship at Ancker 
Hospital, Saint Paul. 

* * * 


General Motors has announced the establishment 
of a $1,500,000 research project to promote better 
health for its 446,000 employes as well as those of all 
American industry. It has established in conjunction 
with the University of Michigan the Institute of In- 
dustrial Health at Ann Arbor, the objectives of 
which will be research, education and service in in- 
dustrial medicine, health and safety. Five hundred 
thousand dollars of the sum allocated will be used 
for equipment, and $100,000 a year for ten years is to 
be allocated to meet the expenses of fellowships, 
scholarships, additional faculty, refresher courses, and 
the like—all devoted to the betterment of the health 
of workers. 

* ok ok 

Dr. J. K. Hartjen has moved into new offices in 
Bemidji. His present offices are located at the corner 
of Fifth and Beltrami Avenue. 

x * * 


Dr. John F. Briggs, Saint Paul, was principal 
speaker in behalf of the Minnesota Heart Association 
for the launching of the 1951 drive for funds in Hen- 
nepin County and Ramsey County in January. The 
meetings were sponsored by the Minnesota State Life 
Underwriters. 

* * * 

Dr. A. S. Brussell has been approved by the Dean's 
Committee of the Southwestern Medical School, 
Dallas Branch of the University of Texas, and ap- 
pointed to the position of chief of professional serv- 
ices, Veterans Administration Hospital, Dallas, Texas. 
Prior to this appointment he was chief medical offi- 
cer at the Veterans Administration Regional Office in 
San Antonio. 

* * * 

Dr. E. M. Hammes, Saint Paul, was _ principal 
speaker at the Appreciation Day for Dr. E. C. Gaines 
of Buffalo Lake on December 10. At ceremonies 
honoring Dr. Gaines for fifty years of medical serv- 
ice in the area, Dr. Hammes spoke on “The Family 
Physician.” 

s+ * 

According to the Public Health Service, more cases 
of whooping cough were reported during 1950 than in 
recent years—a total of 118,797 cases. Disease rates, 
however, for diphtheria, smallpox and typhoid de- 
clined. There were only thirty-four cases of smallpox 
in the country in 1950, compared with 48,907 in 1930. 

* 2 * 


Dr. Russell M. Wilder, former head of the Depart- 
ment of Medicine at the Mayo Foundation and senior 
medical consultant at the Mayo Clinic, has been ap- 
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pointed director of the new Institute of Arthritis and 
Metabolic Disease. Dr. Floyd F. Daft, acting director 
of the Institute of Experimental Biology and Medi- 
cine, will be associate director. The new institute is 
absorbing Experimental Biology and Medicine, in- 
cluding its funds, and will continue the work of that 


institute. aor 


Dr. Edward Q. Ertel, of Ellendale, was named 
first-place winner of the Christmas home decoration 
contest conducted in Ellendale in December. 

“-. 

Dr. Hilbert Mark, director of the Division of 
Tuberculosis Control of the Minnesota Department 
of Health since 1937, left on January 1 to assume 
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directorship of tuberculosis control for the city and 
county of Denver, Colorado. In Denver he will head 
a tuberculosis clinic, a section of the general hospital, 
and a part of the University of Denver Medical 
School. 

* * * 

Mr. William Griffiths, who has served as director of 
the Division of Public Health Education since the 
division was created in 1946, left in January for the 
University of California to be on the faculty of the 
School of Public Health. He had been with the De- 
partment of Health since 1940. Before assuming 
directorship of the Division of Public Health Educa- 
tion, he served as a health educator in the Division 
of Preventable Diseases and as supervisor of the 
unit of Health Education Services. 

ee. « 

Dr. George E. Moore, a member of the Depart- 
ment of Surgery at the University of Minnesota Hos- 
pitals, was awarded the Samuel D. Gross prize by the 
Philadelphia Academy of Surgeons for his work in 
devising a test for locating brain and spinal cord 
tumors. A radioactive dye injected into a vein con- 
centrates in tumor tissue, which can then be located 
by means of a Geiger counter. 

* * * 

Dr. Paul B. Magnuson, medical director of the 
Veterans Administration since 1948, was replaced by 
Vice Admiral Joel T. Boone on January 15. Dr. 
Magnuson’s resignation has been in the hands of Ad- 
ministrator Carl R. Gray for the past two and one- 
half years and has now been accepted. The two 
have been at variance, it is said, on administrative 
policies. 

x ok Ox 

The Minnesota State Association of Life Under- 
writers is participating with the Minnesota Heart 
Association in the 1951 Heart Campaign on a state- 
wide basis. Nine area vice chairmen have assumed 
responsibility for the campaign in their given terri- 
tories. Where local heart committees are functioning 
the Life Underwriters offer their co-operation and 
services to the existing committees. In other local- 
ities Life Underwriters are acting as chairmen of the 
local heart campaign. 

* * * 

Dr. Ernest Hanson, formerly associated with the 
Raiter Clinic in Cloquet, has replaced Dr. E. A. Pasek 
in Carlton. Dr. Pasek, after a year of practice in 
Carlton, was alerted on December 1 for duty with the 
United States Air Force. 

x ok 

Dr. Peter J. Kitzberger has taken a year’s leave of 
absence from the Seifert Clinic in New Ulm to be a 
resident in obstetrics and gynecology at St. Mary’s 
Hospital, Minneapolis. Dr. Kitzberger became as- 
sociated with the Seifert Clinic in November, 1948, 
and he plans to return there in January, 1952. 

x * x 

Dr. Robert W. Goltz and Dr. Edward Gudgel were 
placed on the honor roll at the last examination con- 
ducted by the American Board of Dermatology and 
Syphilology because of unusually high marks. Both 
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men were trained at the University of Minnesota, 
with Dr. Goltz working at General Hospital and the 
University Hospitals, and Dr. Gudgel at Ancker Hos- 
pital, Saint Paul. 

xk * & 

Dr. Walter C. Alvarez, formerly of the Mayo 
Clinic, has announced the opening of offices at 700 
North Michigan Avenue, Chicago, Illinois, with prac- 
tice limited to consultations in internal medicine. 

* *k * 

Two faculty members from the University of Min- 
nesota School of Nursing, Thelma Dodds and Flor- 
ence Julian, are attending a five-month workshop on 
nursing service administration at the University of 
Chicago. Miss Dodds is assistant professor of nurs- 
ing, director of nurses at Charles T. Miller Hospital, 
Saint Paul, and president of the Minnesota State 
Board of Examiners of Nurses. Miss Julian is in- 
structor and assistant director of nursing services at 
the University Hospitals. 

* * x 

The National Foundation for Infantile Paralysis is 
offering a limited number of predoctoral and post- 
doctoral fellowships in medicine and the related 
biological and physical sciences to candidates whose 
interest is research and teaching. Candidates for an 
M.D. or Ph.D. or an equivalent degree are eligible for 
a year’s fellowship with an accompanying stipend of 
$1,200 to $1,800. Those with an M.D. or Ph.D. or an 
equivalent degree may obtain one to five-year fel- 
lowships with a $3,600 to $7,000 stipend. Applications 


Fepruary, 1951 


for the November selection should be received by 
September 1, 1951. Inquiries should be addressed to 
the Director of Professional Education, National 
Foundation for Infantile Paralysis, 120 Broadway, 
New York 5, New York. 

* * * 


New part-time medical director of District 8 of the 
Minnesota Department of Health is Dr. A. M. Wat- 
son of Royalton. He succeeds Dr. E. J. Simons, for- 
merly of Swanville, now living in Minneapolis. Dr. 
Watson has practiced in Royalton since 1905. 

* 2 * 

Dr. Lloyd F. Sherman, Minneapolis, was the prin- 
cipal speaker at the annual meeting of the Barron- 
Washburn-Sawyer-Burnett Medical Society at Rice 
Lake, Wisconsin, in December. 

* * * 

The Red Lake Falls Clinic has moved into newly 
remodeled quarters in the Asiala Building at Red 
Lake Falls. The clinic is staffed by Dr. L. N. Dale 
and Dr. Allan McKaig. 

x * * 

Universities and research centers in sixteen states 
and Canada have been granted one and one-half 
million dollars for infantile paralysis research and 
professional education by the National Foundation 
for Infantile Paralysis, the organization supported 
by the March of Dimes. Means of prevention of the 
disease and better methods of treatment of afflicted 
patients are the main goals sought. 

The new grants bring the total spent for research 
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and education by the foundation since 1938 to over 
25 million dollars, and for patient care to 102 million 


llars 
dollars. dae a 


The residents of Spring Grove and the surrounding 
community paid tribute to Dr. G. M. Helland at a 
simple ceremony at the doctor’s bedside on Decem- 
ber 22. In appreciation of his years of service, a 
monetary gift and an engraved plaque were presented 
to the doctor. Dr. Helland began practice at Spring 
Grove in 1910 and served the community for thirty- 
five years. Six years ago he was forced to retire 
because of ill health. 

* * * 

Dr. Catherine Burns, a native of Albert Lea who 
has practiced there for slightly more than a year, was 
named “Woman of the Week” in a feature story 
about her career in the Albert Lea Tribune on Decem- 
ber 29. A graduate of the University of Minnesota 
Medical School, Dr. Burns served her internship at 
University and St. Barnabas Hospitals, Minneapolis. 

* @ © 

Dr. H. E. Drill of Hopkins was elected president 
of the Minneapolis chapter of the American Academy 
of General Practice at a meeting of the organization 
on December 11. 

* a * 

Dr. William L. Benedict, Rochester, was the 1950 
winner of the Leslie Dana Medal, a national award 
given for outstanding achievement in preventing 
blindness. The medal was presented to Dr. Benedict 
at a dinner in St. Louis on January 26. Dr. Benedict 


is professor of ophthalmology at the Mayo Founda- 
tion. 


HOSPITAL NEWS 


Results of recent staff elections at several Minne- 
sota hospitals are as follows: 

Asbury Hospital, Minneapolis—Dr. H. A. Alexan- 
der, president; Dr. R. B. Potter, vice president; Dr. 
R. E. Nord, secretary-treasurer. 

St. Mary’s Hospital, Detroit Lakes——Dr. William 
C. Dodds, president; Dr. G. G. Haight, vice president; 
Dr. Cherry Cedarleaf, secretary-treasurer. 

Riverview Memorial Hospital, Saint Paul—Dr. C. 
R. Chadbourn, chief-of-staff; Dr. T. A. Lowe, assist- 
ant chief-of-staff;; Dr. James T. Larson, secretary; 
Dr. James Travis, records committee chairman. 
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Bemidji Lutheran Hospital, Bemidji—Dr. D. H. 
Garlock, chief-of-staff; Dr. T. P. Groschupf, vice 
president; Dr. J. K. Hartjen, secretary-treasurer. 

Eitel Hospital, Minneapolis—Dr. Asher White, 
president; Dr. Joseph Taylor, vice president; Dr. 
Allan J. Blake, secretary-treasurer. They replaced, 
in the respective offices, Dr. James A. Blake, Dr, 
Alton C. Olson and Dr. Melvin B. Sinykin. 

St. Luke’s Hospital, Saint Paul—Dr. Warner Og- 
den, chief-of-staff; Dr. D. C. Deters, chief-of-staff- 
elect; Dr. C. W. Leverenz, secretary; Dr. C. C. Bell, 
chief of the surgical section; Dr. Ben Sommers, 
chief of the medical section; Dr. J. F. Bicek, chief of 
the obstetrical and gynecological section; Dr. F. A. 
Thompson, chief of the general practice section. 


BLUE CROSS—BLUE SHIELD NEWS 


During November, 1950, Blue Shield allowed $201,849.- 
63 on 5,607 cases, covering 24,690 days of medical care in 
hospitals. Although this is less than the allowances for 
September or October, it is more than Blue Shield al- 
lowed on cases during any month preceding September. 

Of the November Blue Shield allowances, $182,854.30 
were for 4,130 hospital cases, $18,584.82 for 1,446 office 
cases, and $410.50 for 31 home cases. 

Doctors of medicine participating in the Minnesota 
Blue Shield plan received $191,353.62 of the November 
Blue Shield allowances for services to 5,377 Blue Shield 
patients. Doctors of medicine not participating in the 
plan received $10,496 for services to 230 Blue Shield 
patients. Nearly half ($5,064.63) of this $10,496 was 
received by doctors practicing outside of Minnesota. 

Blue Shield is based on the “American Principle of 
Free Choice,” and every Blue Shield subscriber or de- 
pendent is free to choose his own doctor. Likewise, each 
doctor in Minnesota is free to choose whether he will or 
will not take part in the Blue Shield plan. It’s the Ameri- 
can way. We recognize that not all persons nor all mem- 
bers of a profession see eye to eye. However, we regret 
that some doctors of medicine in Minnesota do not take 
part in the Blue Shield Plan, for it can be only as strong 
as its supporters—and the more support Blue Shield has, 
the better opportunity it has to demonstrate the “Ameri- 
can Principle of Free Choice.” 

There are now 2,750 doctors participating in Blue 
Shield, and the number of persons covered by Blue 
Shield totalled 394,446 as of November 30, 1950. Min- 
nesota Blue Cross enrollment as of November 30 was 
1,025,249. 

For 1951, Blue Shield has resolved to clear all cor- 
respondence within 72 hours after it comes in. All re- 
ports will be streamlined ‘to give more information with 
less effort. Allowance checks will be mailed within two 
weeks after the service report form is received. (Cases 
that require additional information or checking will 
naturally take longer; however, a report will be mailed 
to the physician indicating whatever progress is made 
on the case, or the reason for delay.) 

During February, information for your imcome tax 
statements (both state and federal) will be sent to all 
doctors or clinics to whom Minnesota Medical Service, 
Inc., has made allowances which require reporting by 
state or federal tax laws. 
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ARRHENOBLASTOMA 


Grateful acknowledgment is made to Dr. W. V. Knoll, 
present pathologist at St. Mary’s Hospital in Duluth, for 


. Kanter, 
. McLester, J. B.: 


. Meyer, Robert M.: 
. Novak, Emil: 


. Novak, Emil: 
. Novak, Emil: 


. Popoff, N. W.: 


(Continued from Page 154) 


patient experienced a normal pregnancy during 
an apparently spontaneous remission in function 


Of addi- 


the neoplasm, prior to its removal. 


tional interest is a six-year follow-up, subsequent 


surgical removal of the tumor, during which 


time no recurrence has appeared and the patient 
has had two more normal pregnancies. 


Addendum 


Since the writing of this paper the patient’s 
pregnancy terminated in the spontaneous delivery 
of a normal female infant. Her postpartum course 
has been without incident to this time 
1951). 


(Feb. 3, 


valuable assistance in the study of the microscopic 


sections and in the preparation of the photomicrographs. 
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Classified Advertising 





Replies to advertisements with key numbers should be 
mailed in care of MINNESOTA MEDICINE, 2642 University 
Avenue, Saint Paul 4, Minn, 





WANTED-—General practitioner to take over practice 
by lease or purchase, at very reasonable terms, in 
prosperous western North Dakota community within 
next six weeks, Full particulars by mail. Correspond- 
ence solicited. Address E-236, care MINNESOTA MEDI- 
CINE. 





GENERAL PRACTICE RESIDENCIES — 116-bed 
ACS-approved hospital. Excellent educational oppor- 
tunities. Salary $340 per month. Three-room apart- 
ment available, if desired. Two positions open July 1, 
1951. Apply Personnel Officer, St. Luke’s Hospital, 
St. Paul, Minnesota. 





WANTED: Locum tenens 
April or May. 
Aitkin, 


for month of March or 
General Practice. Address Box 745, 
Minnesota. 


FOR RENT—Attractive doctor’s suite in south Minne- 
apolis. Wonderful location for a practice to be built 
up, or as an outlying office for a downtown doctor. 
Write Wm. L. Cochrane, 7301 Fremont Avenue South, 
Minneapolis 19, Minnesota. 





WANTED—Doctor for 
farming community. 
ing. No competition. 
rent. 


thriving resort area. Good 
Have new modern Clinic Build- 
Good paying area. Reasonable 
Address E-240, care MINNESOTA MEDICINE. 





FOR SALE—Recently deceased well-established FACS 
doctor’s general and surgical practice. 25 years in 
present location. Only Protestant doctor in city of 
7,000 near Twin Cities. Completely equipped modern 
office. Living quarters available. Address E-239, care 

MINNESOTA MEDICINE. 
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WANTED—Locum tenens for about three weeks begin- 
ning the middle of March to do general practice in 
Northern Minnesota. Address E-241, care MINNESOTA 
MEDICINE. 





RESIDENT WANTED—Appointment to approved resi- 
dency internal medicine available now and July 1, 1951. 
Hospital located Coral Gables, Florida. Medical serv- 
ice of 230 beds with Basic Science and Research Lab- 
oratories available. Write Chairman, Deans’ Com- 
mittee, L. G. Rowntree, M.D., du Pont Building, 
Miami, Florida. 





WANTED—Young physician to assist in general prac- 
tice. Salary to be determined upon interview. Address 
E-242, care MINNESOTA MEDICINE. 





WANTED—Gereral practitioner in rich Southern Min- 
nesota community. House, office space, and almost 
new pe gar (including x-ray), available at reason- 
able prices. Gross $25,000. Reason for selling, spe- 
cializing. Address E-243, care MINNESOTA MEDICINE. 





FOR SALE—Complete modern Westinghouse x-ray 
equipment, basal metabolism machine, other electrical 
equipment, instruments, examining table, furniture, et 
cetera. Will sell at sacrifice for quick disposal. Retir- 
ing. Address Charles P. Robbins, M.D., 67 W. Sixth 
Street, Winona, Minnesota. 





POSITIONS AVAILABLE 
INTERNIST Doctors in town of 10,000 will refer work to one 
internist. Good setup. 
_— Internist desires board eligible man for 


partner 
| Fer “needed for Texas, Louisiana, South Dakota, 
Nebraska, Florida. Ohio, Missouri, and Idaho. 
ENERAL PRACTITIONERS wanted for partnership, Minne- 
apolis doctor: also for locum tenens and many locations 
where a doctor is essential. 
PATHOLOGIST wanted in a large California Clinic. 
OBSTETRICIAN-GYNECOLOGIST board ta 
Beginning salary $1,000. 
PHYSICIANS AVAILABLE 
ma board eligible. available now. 


OR woman wants industrial position in city or an 
association. 


MEDICAL PLACEMENT REGISTRY 
480 Lowry Medical Arts GA. 6718 
St. Paul. Minnesota 
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